A Comprehensive evaluation of a universal school-based depression prevention program for adolescents. by Tomyn, Justin Daniel
  
  
   
  
A Comprehensive Evaluation of a Universal School-Based Depression Prevention 
Program for Adolescents 
 
By   
Justin Tomyn  
BAppSc(Psych)(Hons)  
  
Submitted in partial fulfilment of the requirements for the degree of Doctor 
of Psychology (Clinical)  
  
  
  
Deakin University   
May 9th, 2016 
  
  
  
 
 
DEAKIN UNIVERSITY 
ACCESS TO THESIS - A 
 
 
I am the author of the thesis entitled A Comprehensive Evaluation of a Universal 
School-Based Depression Prevention Program for Adolescents 
submitted for the degree of Doctor of Psychology (Clinical) 
This thesis may be made available for consultation, loan and limited copying in 
accordance with the Copyright Act 1968. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
'I certify that I am the student named below and that the information provided in the form is 
correct' 
 
Full Name:  Justin Tomyn  
 
Signed:  
 
Date:  02.07.2016 
  
 
  
DEAKIN UNIVERSITY 
CANDIDATE DECLARATION 
 
I certify the following about the thesis entitled A Comprehensive Evaluation of a Universal School-
Based Depression Prevention Program for Adolescents submitted for the degree of Doctor of 
Psychology (Clinical)  
 
a. I am the creator of all or part of the whole work(s) (including content and layout) and that 
where reference is made to the work of others, due acknowledgment is given. 
 
b. The work(s) are not in any way a violation or infringement of any copyright, trademark, 
patent, or other rights whatsoever of any person. 
 
c. That if the work(s) have been commissioned, sponsored or supported by any organisation, I 
have fulfilled all of the obligations required by such contract or agreement. 
 
d. That any material in the thesis which has been accepted for a degree or diploma by any 
university or institution is identified in the text. 
 
e. All research integrity requirements have been complied with. 
 
'I certify that I am the student named below and that the information provided in the form is correct' 
Full Name: Justin Tomyn 
                                                              
Signed:  
 
Date: 3rd April 2016
  
Acknowledgements 
First and foremost I would like to acknowledge and thank my supervisor Associate Professor 
Dr Matthew Fuller-Tyszkiewicz. Matt was instrumental in the design, implementation, and evaluation 
of this research project and I cannot thank him enough for his guidance. Matt has been a reliable, 
responsive, and extremely supportive supervisor. He has helped develop my writing skills, ability to 
critically evaluate research, and has taught me to take pride in my work. Matt, you have made 
completing this research project both possible and enjoyable to which I will always be grateful. 
 To my amazing mum, Christiane. I dedicate this thesis to you. There is no possible way that I 
would be on the cusp of completing a Doctorate without you. I will never forget the hours and hours 
you spent helping me with homework and assignments in primary school all the way up to university. 
You supported me in my choice to return to university for a further five years after completing a 
Business degree and have encouraged me ever since. Your kind words and acts of support always fill 
me with confidence and a sense of belief in myself which has helped me through difficult times and 
when I have doubted myself. I am so blessed to have someone who always provided me with 
unconditional love and emotional support. I love you, Mum!  
 To my brothers, Luke and Adrian. You guys are my best friends and mentors. I also would 
not be where I am today without you two. Both of you have set such a great example of dedication, 
resiliency, and work ethic that has inspired me to challenge myself. Your emotional support, 
friendship, and guidance has helped me through adversity. I love you both very much!  
 To my darling, Lucia. I never expected to meet you during the DPsych but am so glad that I 
did! You have made this research project extra special for me. Thank you so much for your amazing 
support, love, and expertise during the past three years. You made a difficult three years truly 
enjoyable. I cannot wait for our future adventures and projects together! I love you.  
To Jacinta, Octavia, Ophelia, Jed and Dinh, and the Colla/Pyke family - thank you for your 
friendship, support, and for showing genuine interest in my work. Finally, a special thank you to 
Uncle Louis, Auntie Laura, JP and Maxie for your love and support over the past three decades.  
1 
 
 
  
Publications 
Tomyn, J.D., Fuller-Tyszkiewicz, M., Richardson, B., Colla, L. (2016). A 
Comprehensive Evaluation of a Universal School-Based Depression Prevention Program for 
Adolescents. Journal of Abnormal Child Psychology, 1-13. doi: DOI 10.1007/s10802-016-
0136-x. With Permission from Springer. 
AUTHORSHIP STATEMENT 
1.  Details of publication and executive author 
Title of Publication Publication details 
A Comprehensive Evaluation of a Universal School-Based Depression 
Prevention Program for Adolescents 
(2016) Journal of Abnormal Child 
Psychology. Advance online 
publication.  
doi: 10.1007/s10802-016-0136-x 
Name of executive author School/Institute/Division if based 
at Deakin; Organisation and 
address if non-Deakin 
Email or phone 
Associate Professor Matthew 
Fuller-Tyszkiewicz 
School of Psychology matthewf@deakin.edu.au 
2.  Inclusion of publication in a thesis 
Is it intended to include this publication in a higher degree 
by research (HDR) thesis? 
Yes  
 
 
If Yes, please complete Section 3 
If No, go straight to Section 4. 
3.  HDR thesis author’s declaration 
Name of HDR thesis author if 
different from above. (If the same, 
write “as above”) 
School/Institute/Division if based at 
Deakin 
Thesis title 
Justin Tomyn School of Psychology A Comprehensive Evaluation of a 
Universal School-Based Depression 
Prevention Program for Adolescents 
If there are multiple authors, give a full description of HDR thesis author’s contribution to the publication (for 
example, how much did you contribute to the conception of the project, the design of methodology or 
experimental protocol, data collection, analysis, drafting the manuscript, revising it critically for important 
intellectual content, etc.) 
Conception of the project, data collection, analysis, drafting the manuscript, revising it critically, editing feedback 
from other contributing authors and from reviewers. 
 
I declare that the above is an accurate description of 
my contribution to this paper, and the contributions of 
other authors are as described below. 
Signature 
and date 
 
4.  Description of all author contributions 
Name and affiliation of author  Contribution(s) (for example,  conception of the project, design of 
methodology or experimental protocol, data collection, analysis, drafting 
the manuscript, revising it critically for important intellectual content, etc.) 
Associate Professor Matthew 
Fuller-Tyszkiewicz 
Deakin University 
Supervision of daily operation of this project, input into design, analysis, 
and write up. 
Dr Ben Richardson  
Deakin University 
Input into analysis and write up 
Lucia Colla 
Deakin University 
Input into analysis and write up 
14.03.2016
5.  Author Declarations 
I agree to be named as one of the authors of this work, and confirm:  
i. that I have met the authorship criteria set out in the Deakin University Research Conduct Policy, 
ii. that there are no other authors according to these criteria, 
iii. that the description in Section 4 of my contribution(s) to this publication is accurate,  
iv. that the data on which these findings are based are stored as set out in Section 7 below. 
If this work is to form part of an HDR thesis as described in Sections 2 and 3, I further  
v. consent to the incorporation of the publication into the candidate’s HDR thesis submitted to Deakin 
University and, if the higher degree is awarded, the subsequent publication of the thesis by the 
university (subject to relevant Copyright provisions).   
 
Name of author Signature* Date 
 
Associate Professor Matthew Fuller-
Tyszkiewicz 
 
14/3/2016 
Dr Ben Richardson 
 
  
Lucia Colla 
 
  
6.  Other contributor declarations 
I agree to be named as a non-author contributor to this work. 
Name and affiliation of contributor Contribution Signature* and date 
 
 
  
 
 
  
* If an author or contributor is unavailable or otherwise unable to sign the statement of authorship, the Head of 
Academic Unit may sign on their behalf, noting the reason for their unavailability, provided there is no evidence to 
suggest that the person would object to being named as author 
7.  Data storage 
The original data for this project are stored in the following locations. (The locations must be within an appropriate 
institutional setting. If the executive author is a Deakin staff member and data are stored outside Deakin 
University, permission for this must be given by the Head of Academic Unit within which the executive author is 
based.) 
Data format Storage Location Date lodged Name of custodian if other 
than the executive author 
Questionnaires Deakin University July 2014  
    
This form must be retained by the executive author, within the school or institute in which they are based. 
If the publication is to be included as part of an HDR thesis, a copy of this form must be included in the thesis 
with the publication. 
 LColla 14.03.2016
  
Table of Contents 
Executive Summary.........................................................................................................................i  
Chapter One: A Review of the Depression Literature …………………………………………...1  
Section One: Depression in Adolescence.…………………………………………………………3  
 Key risk and protective factors for depression…………………………………………….7 
Section Two: Current Treatment for Depression in Adolescent Populations………….................11 
School-based prevention programs………………………………………………13 
Section Three: Efficacy of School-Based Interventions………………………………………….15 
 Overall efficacy of universal and targeted programs……………………….....................15 
Moderators of treatment efficacy…………………………………………….......23 
Mediators of efficacy……………………………………………………….........27 
What happens during the intervention phase?.......................................................35 
Section Four: Summary and Proposed Research Studies…………………………………...........37 
Chapter Two: Investigating Intervention Effects at the Trait-Level…………………………….40 
    
 Method………………………………………………………………………....................43 
 Results………………………………………………………………………....................57 
 Discussion………………………………………………………………………………..62  
Chapter Three: Intervention Effects Using Additional Measurement Points…………………..68 
 Method…………………………………………………………………………...............70 
 Results………………………………………………………………………....................75 
 Discussion………………………………………………………………………………..88  
Chapter Four: General Discussion……………………………………………………………...98 
 Limitations…………………………………………………………………....................112 
 Clinical and Theoretical Implications……………………………………......................114  
1 
 
 
  
 Conclusions……………………………………………………………………………..118 
 Key questions to consider when evaluating school-based interventions….....................119 
References....................................................................................................................................120  
Appendices…………………………………………………………………...………...……….147 
  
 
  
List of Tables  
Chapter One   Table 1.1. School-based Prevention Programs for Depression.  
Table 1.2. Multivariate Regression Displaying Unique Contribution of 
each Variable When Entered into the Model Together.  
Table 1.3. Effect Sizes for Mediating Variables and Depressive 
Symptoms at Post-intervention.  
Chapter Two Table 2.1. Means for Depressive Symptoms and Change Agents Across 
Baseline, Post-Intervention, and Follow-Up. 
Table 2.2. Correspondence Between Improvement in Depressive 
Symptoms and Improvement in Change Agents.  
Table 2.3. Output for Logistic Regression Models at Post-intervention 
and Follow-up for the Intervention Group Exclusively. 
Chapter Three  Table 3.1 Trait-based Means for Depressive Symptoms and Change 
Agents across Baseline, Post-Intervention, and Follow-Up, Limited to 
Participants Who Completed Weekly Diaries.  
Table 3.2. Mean Weekly Ratings for Depressive Symptoms and Change 
Agents Across Each Week of the Intervention. 
Table 3.3. Correlations Between Weekly Changes in Depressive 
Symptoms and Trait-level Change in Depressive Symptoms from T1 to 
T2.  
Table 3.4. b Weights for Predictors of the DV and Moderators of the 
Time-DV Relationship.  
Chapter Four  Table 4.1. Scale Information Related to Each Change Agent Variable. 
  
List of Figures  
Chapter Two  Figure 2.1. Summary of the number of participants who completed the 
measurements at each of the three time points.  
Chapter Three Figure 3.1. Weekly unit reduction in depressive symptoms for the 
control and intervention condition, across the seven week program.   
Figure 3.2. Weekly unit change in resilience for the sample as a whole, 
across the seven week program.   
Figure 3.3. Weekly unit change in self-esteem for the sample as a 
whole, across the seven week program.   
Figure 3.4. Weekly unit change in coping for the control and 
intervention condition, across the seven week program.   
Chapter Four Figure 4.4. Recommendations for thorough evaluation of school-based 
interventions.
  
List of Appendices 
Appendix A  Baseline differences on continuous variables by school 
Appendix B  Teaching manual  
Appendix C  Plain Language Statements 
Appendix D  Questionnaire  
i 
 
 
  
EXECUTIVE SUMMARY 
Depression is a significant public health concern that is costly to individuals and 
society (Merry, 2013). There is a steep rise in instances of depression during adolescence, 
with many more also suffering sub-clinical symptoms both of which can be precursor for 
chronic or recurring depressive episodes in adulthood (Thapar, Collishaw, Pine, & Thapar, 
2012; Klein, Shankman, Lewinsohn, & Seeley, 2009). Adolescence is, therefore, a critical 
developmental stage in which to intervene to prevent the onset, or treat the early signs, of 
depression (Allen, Hetrick, Simmons, & Hickie, 2007; Merikangas et al., 2010). A large 
number of universal school-based depression interventions have been undertaken in 
adolescent cohorts, and these interventions have (on average) small-to-moderate efficacy, 
although there was considerable heterogeneity in effect sizes (Merry, 2011; Hetrick, Cox, & 
Merry, 2015). Unfortunately, reasons for a trial’s (failed) efficacy are often speculated about 
but seldom tested directly.    
Chapter One (Literature Review) of the present thesis identified a range of different 
design and analytic approaches that have been used previously to better understand why an 
intervention worked (or failed to work), and for whom. From this, a comprehensive 
evaluation framework for efficacy was proposed and tested within the context of a universal 
6-week CBT-based intervention (N = 310 students) to reduce depressive symptoms. The 
intervention included a range of psycho-educational material, class discussions, and 
individual and group activities which were drawn from CBT principles (e.g., addressing 
negative thinking, encouraging positive coping through relaxation etc.). Chapter Two showed 
that although from a traditional continuous data perspective (i.e., comparison of group 
means) the present intervention was inefficacious, a categorical perspective (i.e., proportion 
of individuals who changed substantially from baseline to post-intervention) showed that the 
null finding was partially attributable to effects of individuals improving substantially (by at 
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least 1 SD) being cancelled out by a roughly equivalent number of participants who 
substantially declined in this period. Moreover, it was clear that the treatment was more 
effective for those with greater symptom severity at baseline, highlighting potential floor 
effects given the universal sample and low prevalence of severe depressive symptoms for the 
cohort as a whole. Tracking of change in proposed change agents (i.e., risk and protective 
factors for depression) showed that the intervention was largely ineffective at enhancing 
these variables. Thus, upgrades to content may further enhance efficacy of this intervention. 
The possibility that change processes occurred over shorter time scales than pre- to 
post-intervention were explored in Chapter Three with the aid of weekly diaries. While this 
approach has the potential for researchers to more quickly identify those with adverse 
reactions to treatment (and so remove them from the intervention or change the treatment 
plan) and/or identify plateau effects for those who may have achieved maximal benefit early 
in the intervention, in the present sample the changes in depressive symptoms were modest at 
best.  
Chapter Four (General Discussion) brought together the various findings from the 
empirical chapters to provide greater clarity about treatment efficacy and effect modifiers. It 
was shown that although the present intervention was largely ineffective, the added 
information provided from design and analytic considerations in the present thesis provide a 
depth of information for researchers that is seldom reported in trials, and that this information 
may be employed to modify the intervention in future iterations. The proposed evaluation 
framework is refined and summarised for future use. 
1 
 
 
  
Chapter One: A Review of the Depression Literature 
Depression in young people is a significant problem (Spence & Shortt, 2007). 
Between 4-5% of adolescents suffer from major depression at any given time, with 
approximately 10% of individuals experiencing a depressive disorder by the time they reach 
16 years (Costello, Mustillo, Erkanli, Keeler, & Angold, 2003), and between 20-25% by the 
age of 19 (Lewinsohn, Hops, Roberts, Seely, & Andrews, 1993). Additionally, as many as 
26% of adolescents experience sub-clinical levels of depression that, while not meeting 
clinical cut-offs, pose considerable health consequences and disruptions to daily life, and may 
increase likelihood of subsequent full diagnosis (Klein et al., 2009; Shochet, Montague, 
Smith & Dadds, 2014).  
An episode of depression during adolescence, the period from age 10 to 19 (World 
Health Organisation, 2013), is often a precursor for chronic or recurring episodes of 
depression in adulthood (Thapar et al., 2012; Weersing et al., 2016), in part due to reluctance 
to seek treatment, lack of familiarity with signs of illness, and negative attitudes about help 
seeking (Gulliver, Griffiths, & Christensen, 2010; Rickwood, Deane, & Wilson, 2007). If left 
untreated during adolescence, symptoms may progress into adulthood and by that stage 
become very difficult to treat (Garber et al., 2009). Furthermore, the majority of adults with 
recurrent depression suffered their first episode of depression in adolescence, suggesting that 
this is a critical development stage in which to intervene in order to either prevent the onset, 
minimise symptom severity, and/or shorten the duration of symptoms (Avenevoli, Knight, 
Kessler, & Merikangas, 2007; Kessler, Chiu, Demler, & Walters, 2005).  As such, 
development of programs that can prevent, delay, or truncate the emergence and time course 
of depression is a research priority (Merikangas et al. 2010). 
Untreated depression in adolescence can cause severe impairment in the lives of 
sufferers, including social dysfunction, poor academic outcomes, substance abuse, and 
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suicide (Birmaher et al., 1996a; Birmaher, Ryan, Williamson, & Brent, 1996b; Brent et al., 
1986; Brent & Birmaher, 2002; Fleming, Boyle, & Offord, 1993; Rao et al., 1995; Rohde, 
Lewinsohn, & Seeley, 1994). There is also a substantial burden to society in terms of both 
social and economic costs. Depression costs the Australian economy close to $13 billion per 
annum and accounts for approximately six million working days lost in productivity each 
year (Manicavasagar, 2012). These substantial economic costs also consist of housing 
support, income support, hospitalisation, and domiciliary services (Department of Health and 
Ageing, 2007). Social costs include the suffering of the individuals affected by the disorder,  
family conflict, heightened dependence on family members, high stress levels among family 
members (Manicavasagar, 2012), and unstable employment (Calear, Christensen, Mackinnon, 
Griffiths, & O’Kearney, 2009).  
To reduce the burden of depression to individuals, their families, and society at large, 
it is essential that adolescents receive suitable and timely support. Schools have been seen as 
an ideal setting for program implementation as they provide access to large numbers of young 
people. School-based programs can also address the needs of youth with previously 
unidentified emotional problems. Programs implemented universally in the school 
environment also avoid other common barriers to treatment including time, cost, and 
associated stigma to the young person as the screening of participants is not necessary (Calear 
& Christensen, 2010).  
This review will critically evaluate the efficacy of existing school-based interventions 
and identify the components of these interventions which may effectively treat depression. 
This review will also seek to describe the extent to which preventative programs have 
succeeded in changing the targeted skills that are proposed to mediate the prevention and 
reduction of depression. Section One will present a detailed account of depression in 
adolescence, including why there is a steep rise in depression from childhood to adolescence, 
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and why intervening during this period is critical. Section Two will outline the types of 
interventions used to treat depression in adolescence, with an emphasis on both universal and 
targeted school-based interventions. Section Three will critically evaluate the efficacy of 
these interventions and seek to evaluate key design and measurement issues (e.g., the impact 
of baseline symptoms severity) to examine their impact on conclusions drawn regarding 
program efficacy. Section Three will also examine how successful interventions have been at 
improving the change agents that have been targeted and the degree of correspondence 
between change in these variables and change in depressive symptoms. The final component 
of Section Three is an exploration of key variables during the actual intervention phase in 
order to further understand the mechanism by which programs work. Based on gaps 
identified in the literature, an intervention study designed to assess the effectiveness of a 
school-based intervention for depression in adolescence is proposed in Section Four.   
Section One: Depression in Adolescence  
The following section will begin by discussing the different ways that depression is 
conceptualised. This will be followed by a definition of adolescence, including reasons why it 
is a vulnerable period for many individuals. Depression during adolescence will then be 
discussed, including prevalence rates, associated impairments, and risk and protective factors.   
Depression may be conceptualised in at least three ways: depressed mood, depressive 
syndrome, and depressive disorder (Rudolph & Lambert, 2007). Depressed mood refers to a 
single symptom that involves a state of feeling unhappy. Depressive syndrome refers to more 
than just one isolated symptom; it refers to a cluster of behaviours and emotions that reliably 
group together. The final approach focuses on depression as a diagnosis. This approach 
defines depression as a categorical disorder that is differentiated along quantitative (e.g., 
number of symptoms) and qualitative dimensions (e.g., change in functioning, significant 
distress) (Rudolph & Lambert, 2007). This approach is reflected in major classification 
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systems such as The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 
(DSM-5) (American Psychiatric Association, APA; 2013). In the DSM-5, a diagnosis of 
Major Depressive Disorder (MDD) entails experiencing five or more of the following 
symptoms nearly every day for the same two week period: (1) depressed mood (in children 
and adolescents, this can be irritable mood); (2) loss of interest or pleasure in all or most 
activities; (3) significant increase or decrease in weight or appetite (in children, consider 
failure to make expected gains in weight); (4) insomnia or hypersomnia; (5) psychomotor 
agitation or retardation; (6) fatigue or loss of energy; (7) feelings of worthlessness or 
excessive guilt; (8) decreased ability to concentrate, think or make decisions; and (9) 
recurrent thoughts of death or suicidal ideation. At least one of the above symptoms must be 
either depressed mood or diminished interest or pleasure. The symptoms must also cause 
clinically significant distress or impairment in an important area of functioning and must not 
be due to a general medical condition or be the direct effect of substance use.  
Persistent Depressive Disorder (Dysthymia) is a milder form of depression that is 
characterised by less severe but more persistent depressive symptoms. An individual 
suffering from Dysthymia experiences a depressed mood for most of the day, for more days 
than not, for at least two years. In children and adolescents, mood may be irritable and must 
occur for at least one year. Two or more additional cognitive (e.g., low self-esteem) or 
somatic symptoms (e.g., low energy or fatigue) need to be present and the condition must 
result in clinically significant distress or impairment for a diagnosis to be considered (APA, 
2013).   
Individuals who experience substantial distress as a result of their depressive 
symptoms, but who do not meet diagnostic criteria for MDD, may be classified as having 
sub-syndromal depression. Sub-syndromal depression is also sometimes referred to as minor 
depression, sub-clinical depression, or sub-threshold depression (Rudolph & Lambert, 2007). 
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Sub-syndromal depression in youth is associated with significant functional impairment and 
can increase a young person’s risk of developing major depression by two-to-four times 
(Klein, Shankman, Lewinsohn, & Seeley, 2009). Thus, it is important to not only assess 
clinical depression but also consider the presence of mild, chronic symptoms that may 
foreshadow a more severe disorder in the future. This is particularly important in youth as 
even mild depressive symptoms may interfere with normal development, potentially leading 
to impairment that persists beyond the symptoms (Klein, et al., 2009). 
Although depression can occur across the human life span, it is of particular concern 
in adolescence. Adolescence is an important developmental period. It is a period of major 
transition during which time an individual progresses from childhood into adulthood. This 
period is characterised by multiple life changes in areas such as physical, intellectual, and 
hormonal (Weller, Kloos, Kang, & Weller, 2006). There are also major changes in 
adolescents’ social lives. Social relationships become more complex, peer relationships 
become more important and intimate, and vulnerability to peer pressure rises (Gillham, 
Brunwasser, & Freres, 2008). These changes often occur concurrently at a time when 
adolescents also encounter numerous stressors. Areas of stress experienced by some 
adolescents include conflict with parents, mood disruptions, and engaging in risky behaviours 
(Arnett, 1999). Other sources of stress include increased academic demands, the pressures of 
forming an identity, separation from parents, coping with the emergence of their sexuality, 
and making decisions about their personal, academic, and vocational life (Weller et al., 2006). 
These changes and stressors make adolescents vulnerable and may increase the risk of a 
variety of difficulties, including conduct problems, eating disorders, substance use as well as 
depression (Cicchetti & Rogosch, 2002).   
Depression is a widespread problem among adolescents. Prevalence rates differ 
depending on how depression is conceptualised, that is, as a mood, syndrome, or disorder. 
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Based on community samples, epidemiological data indicate depressive disorders prevalence 
rates of less than 3% in preadolescents, and 15-20% in adolescents (Rudolph & Lambert, 
2007). In addition to depressive disorder, a substantial minority of adolescents experience 
depressed mood and sub-syndromal symptoms. It is estimated that between 10-40% of 
adolescents experience an unhappy, sad or depressed mood, although these estimates are 
dependent on the informant (adolescent or parent), as well as age or gender of the 
child/adolescent (Rudolph & Lambert, 2007). Using formal diagnostic criteria, it has been 
found that 10-20% of adolescents experience sub-syndromal symptoms of depression. In 
contrast, self-report ratings indicate that 20-50% of adolescents score above the cut-offs for 
clinically significant levels of depression. These symptoms are important and may predict a 
more severe disorder in the future (Rudolph & Lambert, 2007). Retrospective data of adults 
with depression as well as prospective studies of adolescents indicate that major depression 
most often emerges during mid-adolescence (that is, about age 13-15 years), with dysthymia 
having a younger age of onset (Rudolph & Lambert, 2007). Adolescent-onset depression 
often takes a chronic and relapsing course through into adult years (Thapar et al., 2012; 
Weersing et al., 2016).   
Adolescent depression is associated with impairment in numerous important life 
domains. The most common impairments include compromised academic performance, 
interpersonal difficulties with family and friends and impairment in cognitive functioning 
(Rudolph & Lambert, 2007). These difficulties have also been noted in adolescents with sub-
clinical levels of depression (Fergusson, Horwood, Ridder, & Beautrais, 2005). Long-term 
consequences of depression extending into adulthood include low marital satisfaction, low 
income, and low satisfaction with life (Rudolph & Lambert, 2007). The most severe 
consequence of depression in adolescents is suicide, with research suggesting that more than 
50 percent of youth suicide victims reportedly suffered from a depressive disorder at the time 
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of death (Thapar et al., 2012). Suicide is a leading cause of death among 15 to 19 year olds, 
second only to motor vehicle accidents (Peden et al., 2008). Moreover, there is a high rate of 
co-occurrence between depression and other disorders in youth, including anxiety disorder, 
oppositional defiant disorder, attention deficit-hyperactivity disorder (Angold, Costello, & 
Erkanli, 1999), substance abuse disorder, and antisocial behaviour (Brent & Weersing, 2008). 
Of concern, most young people (i.e., 80%) who suffer from depression do not receive 
treatment and, in those who do, one-third do not respond to current approaches (Merry, 2013; 
Munoz, Cuijpers, Smit, Barrera, & Leykin, 2010; Weersing et al., 2016). 
Given the high prevalence rates, serious consequences, chronicity, and co-morbidity 
associated with adolescent depression, a strong case can be made for the need to develop 
programs to prevent or forestall depressive symptoms and depressive episodes in this 
population (Calear & Christensen, 2010; Spence & Shortt, 2007; Weersing et al., 2016). In 
order to do so, however, researchers must identify modifiable risk factors that, if adequately 
targeted, would be expected to minimise the onset, severity, or duration of depression.    
Key risk and protective factors for depression. Multiple risk factors are involved in 
the development of depression. Moreover, it is likely that it is the accumulation or complex 
interplay among multiple risk factors that ultimately leads to depression (Garber, 2006). The 
section below briefly outlines some of the risk factors that are implicated in the development 
of depression, including familial, genetic, environmental, and cognitive factors.   
One of the best predictors of depression is a family history of depression, with 
offspring of depressed parents being three to four times more likely to develop major 
depression than offspring of healthy parents (Rice, Harold, & Thapar, 2002). Most twin 
studies have indicated a genetic component to childhood depression with heritability 
estimates of zero to low heritability during childhood to around 30 to 50% in late adolescence 
(Thapar & Rice, 2006).  Genetic predisposition may also couple with environmental risks 
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associated with parental depression such as poor parenting, family adversity (Kessler, 
Avenevoli, & Merikangas, 2001), and parental discord, which affect the emotional security of 
the adolescent (Cummings, Schermerhorn, Davies, Goeke-Morey, & Cummings, 2006).    
A key environmental risk factor for depression is exposure to stressful life events. 
Accumulated evidence suggests that the majority of depressive episodes are preceded by 
stressful life events (Hammen, 2005). The type, chronicity, and time-frame of stressful 
events have also been studied. There is some evidence to suggest that there is a linear 
relationship between the number and severity of stressful life events and the emergence of 
depression; that depressive symptoms often arise within the first month after a stressful event; 
and that interpersonal stress or loss, or loss more generally (e.g., self-esteem, role, or 
cherished ideas) may be more likely to result in depressive episodes (Hammen, 2005). 
Depressed adolescents report experiencing more stressful life events than adolescents who 
are not depressed (Franko, et al., 2004). A limitation making it difficult to quantify this 
accurately, however, is the fact that people who are depressed often rate situations as more 
stressful than non-depressed people (Horesh, Klomek, & Apter, 2008).  It should also be 
noted that not all adolescents who are exposed to stressful life events will go onto to develop 
depressive symptoms. It has been suggested that factors such as cognitive style, self-esteem, 
coping skills, and social support may play a role in the onset of depressive symptoms 
(Hammen, 2005) and, therefore, are important areas to address and enhance.  
Cognitive theories of depression suggest that negative cognitions may predispose 
adolescents to depression (Pilowsky, 2009).  In particular, negative evaluations of the self and 
the world are thought to heighten vulnerability to depression following stressful life events or 
experiences (Rudolf & Lambert, 2007). Overall, there is strong evidence to support the notion 
that negative cognitions increase the risk for depression in youth. Consistent with Beck’s 
(1967) information processing theory of depression, research shows that depressed 
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adolescents process the self and other information in idiosyncratic ways and endorse 
statements indicative of low self-esteem, irrational beliefs, and dysfunctional attitudes 
(Garber & Horowitz, 2002). Also, consistent with hopelessness (Abramson, Metalsky, & 
Alloy, 1989) and self-regulation theories of depression (Cole, Martin, & Powers, 1997), 
research has found an association between youth depression and negative attribution style 
(that is, the tendency to attribute negative events to global, stable causes), hopelessness, and 
low perceptions of control and competence (Garber & Horowitz, 2002). Conversely, 
individuals who challenge negative and irrational thoughts and attend more to positive than 
negative cues in their environment are less likely to develop depression in the face of 
adversity.   
Difficulties in interpersonal relationships are another risk factor for depressive 
symptoms. Within the family setting, factors that interfere with early social bonds and the 
attainment of critical developmental tasks, such as acquiring coping skills and learning how 
to regulate one’s emotions, are thought to create a vulnerability to depression (Rudolph & 
Lambert, 2007). Such factors include insecure parent-child attachment, maltreatment, and low 
levels of parental warmth. Disruptions of this nature may, in part, account for the 
transmission of depression from one generation to another (Rudolph & Lambert, 2007). 
Additionally, depressed youth display less effective communication and support when 
interacting with their parents than non-depressed youth (Garber & Horowitz, 2002). 
Depressed youth also experience difficulties in their relationships with peers including 
friendships and romantic relationships. For example, they seek excessive reassurance, are less 
active and assertive, and more avoidant and ruminative. Given these and other negative 
attributes, they are more likely to be rejected by their peers and have less stable relationships 
than non-depressed youth (Rudolph & Lambert, 2007). Because peer relationships are of 
great importance during adolescence, difficulties in this area, such as peer rejection or poor 
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friendship quality, can have significant detrimental effects including internalising problems, 
loneliness, and depressive symptoms (Oppenheimer & Hankin, 2011).    
Lack of social support is another factor related to adolescent depression and 
suicidality. Social support may be defined as a sense of belonging, in particular among peers 
or family members (Rutter & Behrendt, 2004). Adolescents who have strong social support 
from sources such as counsellors, parents and peers exhibit healthier coping mechanisms and 
display greater resilience. In contrast, adolescents who do not have social support and who 
are isolated may behave in maladaptive ways (Rutter & Behrendt, 2004). Youth rely on 
sources other than their family and peers to maintain psychological well-being. Social support 
can also be derived from communities. Limited social capital, which refers to resources 
offered by schools, neighbourhoods and recreational facilities, may increase the risk for 
depression (Rey & Hazell, 2009).  
To summarise, exposure to stressful life events and other risk factors during childhood 
and adolescence does not always lead to depression, with research indicating that a range of 
factors such as genetic vulnerability, cognitive style, and coping responses either dampen or 
enhance an individual’s response to stress (Garber & Horowitz, 2002). Many children who 
are exposed to risk factors also have protective factors and exhibit resilience in the face of 
adversity (Gladstone, Beardslee, & O’Connor, 2011). Protective factors are personal and 
environmental resources that work to moderate the adverse effects of risk factors, leading to 
resilient outcomes (Dumont & Provost, 1997). Understanding protective factors allows 
researchers to make considered choices about the prevention strategies they use (Gladstone et 
al., 2011). Protective factors for youth depression include psychological characteristics such 
as positive self-esteem, coping skills, interpersonal problem solving skills and skills in 
emotional regulation (Gladstone et al., 2011; Spence, Sheffield, & Donovan, 2003). A 
positive connection to parents may also protect against depression, in particular, a positive 
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relationship between parent and child, parental supervision, and clear behavioural and 
academic expectations for the child. Other protective factors, alluded to above, include a 
positive connection with school and strong peer relationships (Brent & Weersing, 2008; 
Spence et al., 2003).   
Section Two: Current Treatment and Prevention for Depression in Adolescent 
Populations  
The following section will describe the different approaches that are currently used to 
treat adolescent depression, including Cognitive Behavioural Therapy (CBT), interpersonal 
therapy (IPT), family therapy and pharmacotherapy options. Much of the empirical evidence 
for the treatment of depression in adolescence comes from school-based studies, since schools 
are both a catchment area for adolescents and have the potential to benefit a large number of 
young people (Sawyer et al., 2010). In order to evaluate school-based programs effectively, a 
description of the different types of programs will also be covered, including universal, 
targeted and selected approaches.   
CBT for depression involves the implementation of empirically validated techniques 
that address cognitive, behavioural, and social factors implicated in the disorder. Individually 
administered CBT is problem-focussed, collaborative and requires the client to be an active 
participant in their recovery (Reinecke & Ginsburg, 2008). In the cognitive domain, 
adolescents learn to enhance their problem solving and coping skills and to address 
maladaptive thoughts, beliefs and attitudes thought to contribute to their depression. Within 
the behavioural domain, adolescents are encouraged to take part in activities that provide 
enjoyment and a sense of accomplishment and to re-establish positive relationships with 
others (Reinecke & Ginsburg, 2008). Assertiveness and social skills are taught in order to 
address behavioural problems that may exacerbate and maintain the individual’s depression. 
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Anxious and agitated adolescents are also taught relaxation exercises such as meditation 
(Reinecke & Ginsburg, 2008).  
IPT operates on the assumption that depression is a manifestation of interpersonal 
issues an individual is struggling with and cannot resolve.  In light on this, IPT aims to assist 
patients to identify and modify pertinent interpersonal problems that they are experiencing. It 
is thought that by successfully altering patterns of interpersonal behaviours, psychological 
symptoms will also improve (Fuller-Tyszkiewicz, Krawczyk, Ricciardelli, & Thompson, 
2013). IPT for adolescents addresses issues that are important to their developmental stage, 
including problems in romantic relationships, separation from parents, dealing with loss, and 
navigating peer relationships. The goal of IPT is to reduce depressive symptoms via 
improving one’s interpersonal functioning. To meet these goals, problem areas are identified, 
communication and problem solving techniques are devised, practised, and are then applied 
with significant others (Young & Mufson, 2008).  
Family dynamics and negative family environments may be linked with the 
development and maintenance of depression in adolescents. There may also be a significant 
burden or impact on the family system as a result of an adolescent suffering from depression 
(Kaslow, Broth, Arnette, & Collins, 2009). Family-based therapy aims to reduce family stress 
and increase social support within the family context by enhancing effective parent-child 
communication, encouraging family-based problem solving, reducing negative critical parent-
child interactions and promoting a secure parent-child attachment style (Messent, 2011). 
Family therapy is ideal for treating adolescent depression when the disorder occurs in the 
context of attachment problems, low family cohesion, impaired family communication and 
where there are instances of unmanageable levels of conflict (Kaslow, et al., 2009).  
Pharmacotherapy involves the prescription of anti-depressant medication. The main 
goals of this approach are to achieve remission, prevent suicidal behaviour as well as 
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preventing relapse and further episodes of depression (Reinecke & Ginsburg, 2008). There 
are several classes of anti-depressant medications, including tricyclic antidepressants, 
selective serotonin reuptake inhibitors, serotonin and norepinepherine reuptake inhibitors, and 
monoamine oxidase inhibitors. These drugs act in different ways, but usually increase the 
transmission of a particular neurotransmitter in the brain in order to counter-act reductions in 
levels of these neurotransmitters believed to be implicated in depression (Reinecke & 
Ginsburg, 2008; Schafer, 1999). There are some drawbacks to treating adolescents with 
depression with anti-depressants medications. These include experiencing adverse side effects 
and a potential increased risk of suicidal behaviour (Reinecke & Ginsburg, 2008).  
As described above, several psychosocial and pharmacological approaches are used to 
treat adolescent depression.  Such approaches, however, are only effective in approximately 
65% of those who undergo treatment, and only 25% of adolescents with depression ever 
receive treatment at all (Garber, Webb, & Horowitz, 2009). More importantly, regardless of 
whether or not treatments are effective in treating depression, these treatments do not prevent 
individuals from developing the disorder in the first place, as they are only provided once 
symptoms have already emerged. Moreover, factors such as comorbidity and parental 
depression can result in poorer treatment outcomes and medications may increase the risk of 
suicidal behaviour. Prevention programs that can reduce the need for treatment are critically 
important. Preventing depression may be more cost-effective, safe, and result in less suffering 
for individuals than waiting for a major depressive episode to develop and then be treated 
(Garber et al., 2009). 
School-based prevention programs. Prevention programs are designed specifically 
to prevent or lessen the future occurrence of mental disorders or other psychological 
problems. Prevention programs are characterised by the way in which populations are 
selected to participate in the intervention (McWhinnie, Abela, Hilmy, & Ferrer, 2008). 
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Prevention programs can be universal or targeted. Targeted programs can be further classified 
as either selective or indicated (Hetrick et al., 2015).  
Universal prevention programs represent interventions that are applied to whole 
populations; that is, intervention is offered to all the members of a population (e.g., 
adolescents) regardless of symptom level and risk status (Hetrick et al., 2015). The aim is 
often to enhance resiliency or improve general mental well-being (Calear & Christensen, 
2010). This type of prevention strategy is most beneficial when targeting disorders where a 
greater proportion of a population is at an increased risk for developing a particular disorder 
than the proportion that is already suffering from that disorder (McLaughlin, 2009). In the 
early stages of adolescence, a significantly higher proportion of adolescents are at risk for 
developing depression compared with those who already have the condition. This makes 
adolescent depression an ideal condition for universal preventative programs (McLaughlin, 
2009).  
In contrast, selective prevention programs are typically directed at a subgroup within 
the population who are classified as having above average risk for developing depression in 
the future as a result of a particular feature, or set of features, within the individual or their 
environment. For example, selective interventions may target adolescents who have a parent 
suffering from depression or adolescents experiencing family conflict, parental divorce or the 
death of a parent (Hetrick et al., 2015; Sheffield et al., 2006). Such individuals are usually 
identified through a screening or referral process which targets a specified risk factor.  
Indicated preventative programs are applied to individuals who are experiencing mild 
to moderate levels of symptoms, which do not currently meet diagnostic criteria, but are 
deemed to be at high risk of developing depression in the future (Hetrick et al., 2015; 
Sheffield et al., 2006). Sub-clinical levels of depression place an adolescent at a substantially 
increased risk of developing a major depressive episode in the future. Therefore, the idea of 
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indicated prevention programs is to address current distress as well as reducing the risk of 
future episodes of depression and associated impairment (Garber, 2009).   
The next section reviews findings from existing school-based depression 
interventions, including consideration of efficacy for both the primary outcome (depressive 
symptoms) and proposed change agents (or mediators) of improvement in depressive 
symptoms. As will be shown, there is considerable variability in effect size across trials, and 
these discrepancies may, in part, be attributed to differences in design or implementation, as 
well as limitations in the way results are analysed. 
Section Three: Efficacy of School-Based Interventions   
Overall efficacy of universal and targeted programs. Overall, 83 efficacy trials 
relating to 48 depression prevention studies were identified for this literature review. 
Consistent with past school-based depression prevention reviews (e.g., Calear & Christensen, 
2010), studies included in the present review met the following criteria: (a) a key goal of the 
study was to prevent depression in adolescents; (b) the intervention was school-based (c) the 
study included an active intervention group and was compared to a control condition; (d) 
there was random assignment of participants to the intervention or control group; (e) studies 
measured depressive symptoms using a generally accepted measure of depression; and (f) 
participants were aged between 10 and 19 years.   
Twenty-six studies were universal (comprising 50 trials), 23 studies were targeted 
(comprising 33 trials), and one study was both. As seen in Table 1.1, intervention content and 
type varied among trials. CBT was implemented in 65 trials and behavioural therapy on its 
own was used once. IPT (or substantial elements of IPT) was implemented in twelve trials. 
Eight trials used psycho-education as a major component in their prevention program. A 
number of other approaches were implemented in the prevention programs, but these were 
only utilised in a minimal number of trials. These approaches included motivational 
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interviewing, mindfulness, stress reduction, behaviour therapy, journaling, bibliotherapy, 
supportive-expressive therapy, and expressive writing. In addition, one study (Sawyer et al., 
2010) sought to improve the school environment in order to improve the quality of social 
interactions between members of the school community. Programs based on CBT focussed 
on cognitive restructuring and the development of problem solving and social skills. The 
programs based on IPT tended to focus on improving social and communication skills in 
order to develop and maintain positive relationships. Psycho-education was used to educate 
students about depression, including etiology, symptoms, and treatment of the disorder.   
Universal prevention programs.  Of the 50 universal trials, 16 trials showed a 
significant reduction in depressive symptoms at post-test (Hedge’s g1 = 0.76 to 0.09), 28 trials 
showed no difference between the intervention and control group (Hedge’s g = -0.45 to 0.26) 
and in four trials the intervention group had significantly worse outcomes when compared to 
the control group (Hedge’s g = -0.88 to -0.40). Two trials did not measure efficacy at post-
intervention. Overall, the average effect size was .01 (95% CI [0.07, -0.07], p > 0.05), 
suggesting negligible improvement in depressive symptoms for the intervention group 
relative to the control group.   
Twenty-eight of the 50 trials conducted a six-month follow-up. Of these, eight 
resulted in a significant reduction in depressive symptoms (Hedge’s g = 0.99 to 0.04), 19 
trials showed no difference between the intervention and control group (Hedge’s g = -0.35 to 
0.22), and in one study those in the intervention group had a significant increase in depressive 
symptoms compared to the control group (Hedge’s g = -0.48). Overall, the average effect size 
                                                 
1 Hedge’s g values range from negative infinity to positive infinity (a positive g value indicates that the intervention group 
had a stronger improvement). Using Cohen’s (1988) guidelines, g < .2 is considered a trivial effect, .2 to .5 is considered a 
small effect, .5 to .8 is considered moderate effect, and g > .8 is considered a large effect. Effect sizes were yielded from 
random effects models.  
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was 0.00 (95% CI [0.07, -0.08] p > 0.05), suggesting negligible improvement in depressive 
symptoms for the intervention group relative to the control group.  
Twenty-four trials included 12-month follow-up data. Of these, five trials resulted in 
significant improvements in depressive symptoms for the intervention condition (Hedge’s g =  
0.71 to 0.12), compared with 19 trials that had no improvement (Hedge’s g = -0.33 to 0.38) 
Overall, the average effect size was 0.00 (95% CI [0.07, -0.07] p > 0.05), suggesting 
negligible improvement in depressive symptoms for the intervention group relative to the 
control group. Five trials included a 24-month follow up. One of these trials resulted in a 
significant reduction to depressive symptoms. There was no improvement in four trials. 
Seven trials conducted a 36-month follow up with none resulting in improvement in 
depressive symptoms.  
Targeted prevention programs.  Of the 33 targeted trials, 30 measured outcomes of 
the intervention on depressive symptoms at post-intervention. Of these 30 trials, 18 showed a 
significant reduction in depressive symptoms (Hedge’s g = 1.16 to 0.10) and 12 trials showed 
no difference between the intervention and control group (Hedge’s g = -0.26 to 0.27). 
Overall, the average effect size was 0.34 (95% CI [0.66, -0.02] p = 0.019), suggesting a small 
improvement in depressive symptoms for the intervention group relative to the control group.  
Twenty-nine trials conducted a six-month follow-up. Of these, 14 resulted in a 
significant reduction in depressive symptoms (Hedge’s g = 0.69 to 0.03) and 15 trials showed 
no difference between the intervention and control group (Hedge’s g = -0.31 to 0.47). 
Overall, the average effect size was 0.19 (95% CI [0.29, 0.09] p < 0.001), suggesting 
negligible improvement in depressive symptoms for the intervention group relative to the 
control group.  
Twelve trials included 12-month follow-up data. Of these, three trials resulted in 
significant improvements in depressive symptoms (Hedge’s g = 0.81 to 0.33), seven showed 
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no improvement (Hedge’s g = -0.22 to 0.19), and two trials had significantly worse outcomes 
when compared to the control group (Hedge’s g = -0.21 to -0.09). Overall, the average effect 
size was 0.08 (95% CI [0.60, -0.44] p > 0.05), suggesting negligible improvement in 
depressive symptoms for the intervention group relative to the control group. Two studies 
conducted a 24-month follow-up and one study conducted a 36-month follow-up. No analyses 
were conducted on this data. Given the heterogeneity in findings, the next subsections focus 
on moderators of treatment efficacy (when and for whom an intervention is most effective), as 
well as seeking to identify mediators of change (process factors that may help to explain how 
improvement in depressive symptoms occur).
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Moderators of treatment efficacy. When evaluating intervention efficacy across 
studies, the impact of a number of intervention moderators require consideration. These 
moderators include design-related moderators (e.g., program content, length, and facilitator), 
participant-level moderators (e.g., baseline symptom severity), and analytic-level moderators 
(e.g., data-analytic approach). Each of these are discussed in the following three subsections.   
Design-related moderators. Given design-related differences in the implementation of 
school-based interventions, a series of meta-regression analyses were conducted, first with 
each proposed predictor modelled individually and then a full model in which all predictors 
were entered simultaneously, to determine which moderating variable(s) predicted level of 
improvement in depressive symptoms among individuals in the treatment group. The 
following potential moderators were tested individually and then in a single, multivariate 
model: program leader, number of sessions, mean age, treatment modality, type of 
intervention (i.e., universal – coded as one; or targeted – coded as zero), and gender (coded as 
proportion of each gender). When analysed separately, only three aspects of intervention 
design predicted the size of intervention effects: greater number of sessions (β = -.03, p = 
.020, adj. R² = .11) older mean age (β = .06, p =.009, adj. R² = .13), and type of intervention 
(i.e., targeted) (β = -.24, p =.001, adj. R² = .14). Program leader, gender, and treatment 
modality did not significantly predict depressive symptoms. Collectively, these potential 
moderators accounted for 18.79% of the variability in treatment efficacy across trials. The 
contributions of each moderator in this multivariate context are shown in Table 1.2. 
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Table 1.2. 
Multivariate Regression Displaying Unique Contribution of Each Variable When Entered 
into the Model Together.  
Variable Β SE T p 
Gender .078 .160 .49 .626 
Age .039 .027 1.43 .158 
Type of intervention -.180 .080 -2.25 .028* 
Number of sessions -.014 .014 -1.03 .306 
Program Leader .003 .075 .04 .966 
Treatment modality .042 .106 .40 .694 
* p < .05 
Baseline symptom severity as moderator. In addition to between-study heterogeneity 
in treatment effects, there is increasing awareness of within-study heterogeneity in treatment 
effects (often described in terms of criticism of a one-size-fits-all approach; e.g., Merry et al., 
2004). One potential determinant of treatment efficacy is baseline symptom severity. 
Baseline severity may impact efficacy in one of at least two different ways. First, an 
insufficiently intense program (e.g., a generic intervention designed for the general 
population rather than extreme subgroups) may be beneficial for those with low level 
symptom severity, but may produce negligible effects for those with severe symptoms. 
Second, more ‘potent’ interventions may be useful for those with greater symptoms severity 
at baseline, however, there is the potential risk that those who are initially asymptomatic may 
be unnecessarily exposed to negative themes that may result in a deterioration in functioning 
(see Pössel et al., 2013). Ideal interventions should be ‘potent’ enough to assist those in need 
without harming those who are initially healthy. In order to achieve this, it is crucial to 
understand the different effects different interventions have on students with varying levels of 
symptoms severity at baseline.   
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Research evaluating the moderators of universal prevention programs, such as impact 
of baseline levels of depressive symptoms, is scarce (Spence et al., 2014). The research that 
has been conducted has yielded mixed findings (Spence et al., 2014). At the individual study 
level, some programs have demonstrated that baseline level of depressive symptoms has had 
no effect (e.g., Araya et al., 2013; Tak, Lichtwarck-Aschoff, Gillham, Van Zundert, & 
Engels, 2015), while others have found greater effects for those with a diagnosis or who are 
at-risk, relative to those who are initially asymptomatic or who exhibit low levels of 
symptoms at baseline (e.g., Horowitz, Garber, Cielsa, Young, & Mufson, 2007). Some 
studies have even demonstrated that those who are initially asymptomatic may in fact worsen 
– at least initially – because the program encourages them to reflect on potentially negative 
aspects or themes that they had not previously encountered (Kindt, Kleinjan, Janssens, & 
Scholte, 2014; Pössel, Martin, Garber, & Hautzinger, 2013).  
It is important to be certain that participants who are initially asymptomatic are not 
harmed by exposure to negative themes raised in prevention programs. It is equally necessary 
that those with elevated levels of depressive symptoms can demonstrate that they are able to 
benefit from a universal delivery style whereby all students participate in a program 
regardless of their baseline symptom severity level (Kindt et al., 2014; Tak et al., 2015). 
Further understanding the impact of prevention programs on adolescents who present with 
varying levels of depressive symptoms may assist researchers to more effectively identify 
those who are likely to respond to prevention programs and the content that is more relevant 
to deliver. 
Impact of analytic approach on establishing efficacy. The vast majority of studies 
identified for review established efficacy via the traditional method of comparing mean 
changes between the intervention and control group from pre- to post-intervention and at 
follow-up assessment points. According to Jacobson and Truax (1991), this method has two 
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main limitations: (1) within-treatment variability in response to a treatment is critically 
important to clinicians even though it is overlooked in tests of group mean differences, and 
(2) group level mean-based comparisons do not provide an indication of how many 
individuals show substantial improvement (Jacobson & Truax, 1991).  
A limited number of studies have included other forms of evaluation in addition to the 
traditional mean-based changed method. Many of these approaches (i.e., 29%) have been 
variations of categorical-based analyses, which quantify the number/proportion of individuals 
who improve, with some also measuring the proportion of students who deteriorate in 
functioning. Different forms of categorical evaluation have been utilised and each have 
advantages and disadvantages. Some researchers (e.g., Örn Arnason, 2009; Spence et al., 
2003) have conducted survival analyses in order to evaluate the proportion of high-risk 
students who remain diagnosis-free in the months and years following the intervention. 
Others (e.g., Shochet et al., 2001) have measured participants’ movement between categories 
(e.g., clinical, sub-clinical, and healthy) from pre-intervention to post-intervention and 
follow-up in order to determine which sub-group benefited most from participating in an 
intervention. Although these approaches are easily interpreted, it should be noted that trivial 
changes in symptom levels can result in movement between categories generating misleading 
conclusions regarding treatment efficacy.   
An alternate categorical-based method is to quantify the percentage of participants 
who improve by some pre-specified criterion (e.g., improving by at least 1 or 2 standard 
deviations from baseline to post-intervention) to indicate how many individuals improve 
substantially (e.g., Raes, Griffith, van der Gucht, & Williams, 2014; Spence et al., 2003). 
This approach provides a clearer picture of individual variability (i.e., improvement and 
deterioration) as well as indicating the proportion of individuals who experience substantial 
improvement. There are some disadvantages of this approach (e.g., more cases of substantial 
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improvement/deterioration would be expected in trials where there is less variability in 
baseline depression scores), however, we believe it to be a pragmatic way to complement the 
continuous-based approach.  
Mediators of efficacy. While evaluation of change in depressive symptoms (or 
proportion in depressive range at post-intervention) is of central interest in these 
interventions, another way to understand efficacy is to consider impact of the program on 
proposed risk/protective factors linked to depression. This is particularly useful when the 
intervention directly targets these factors as it provides means to determine whether 
improvements in depression are due to effective targeting and improvement in these change 
agents, or other factors. Potential mediators have included attribution style, social skills, 
coping skills, self-esteem, hopelessness, negative thinking style, and problem solving. As 
detailed below, a small number of intervention studies actually examined whether changes in 
the risk and protective factors predicted subsequent improvements in depressive symptoms. 
The remainder of the studies simply measured these mediating variables separately and did 
not conduct formal mediation analyses.   
Attribution style. Attribution style is amongst the most commonly researched 
mediator variables. Eleven studies, covering 15 trials, have examined attribution style as well 
as depression. Thirteen trials failed to find positive changes in attribution style or explanatory 
style (Cardemil, Reivich, & Seligman, 2002; Chaplin et al., 2006; Gillham et al., 2012; 
Horowitz et al., 2007; O’Kearney, Gibson, Christensen, & Griffiths, 2006; O’Kearney, Kang, 
Christensen, & Griffiths, 2009; Quayle, Dziurawiec, Roberts, Kane, & Ebsworthy, 2001; 
Roberts, Kane, Thomson, Hart & Bishop, 2003; Spence et al., 2005). Two trials specifically 
set out to examine whether attribution style mediated any effects on depression (Jaycox, 
Reivich, Gillham, & Seligman, 1994; Yu & Seligman, 2002). Results of these two studies 
indicated that attribution style had a mediating effect on depressive symptoms. Eight of the 
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fifteen trials (Cardemil et al., 2002; Chaplin et al., 2006; Gillham et al., 2012; Horowitz et al., 
2007; Spence et al., 2003) found a significant improvement in depressive symptoms despite 
no change in the proposed mediator. There were no trials whereby attribution style improved 
without a corresponding improvement in depressive symptoms. Thinking style is the next 
variable reviewed, which encompasses a broader range of cognitive processes compared to 
attribution style.  
Thinking style. Six studies, including 11 trials, measured thinking style (including 
negative automatic thoughts and optimistic thinking style). Two trials (Cardemil et al., 2002; 
Kowolenko et al., 2005) found that negative automatic thoughts significantly improved as a 
result of the intervention. In the study by Cardemil and colleagues (2002), further analysis by 
the researchers revealed that improvement in negative automatic thoughts had a mediating 
effect on depressive symptoms. No further analyses were conducted in the study by 
Kowolenko and colleagues (2005).  In one study, (Pössel et al., 2004) it was found that, for 
the low risk group, there was a significant improvement in depressive symptoms despite no 
significant improvement in automatic thoughts. Eight trials (Araya et al., 2013; Pattison & 
Lynd-Stevenson, 2001; Pössel et al., 2004; Sheffield et al., 2006) found that neither thinking 
style nor depressive symptoms significantly improved as a result of the intervention.   
Social functioning. Eleven intervention studies, including 17 trials, measured a range 
of social variables (including social skills, social support, and loneliness) alongside 
depressive symptoms. Thirteen trials (Harnett & Dadds, 2004; Pattison & Lynd-Stevenson, 
2001; Pössel et al., 2004; Quayle et al., 2001; Roberts et al., 2003; Spence et al., 2003) failed 
to find a significant improvement in the social variables that were measured. One study 
(McCarty, Violette, Duong, Cruz, & McCauley, 2013) found a significant improvement in 
social skills as well as depressive symptoms. Further analysis to assess for a mediation effect 
was not conducted. One study (Young et al., 2015) found improvement in global functioning 
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which included at home, at school, and with peers, however, depressive symptoms did not 
improve by post-intervention. Six trials (Horowitz & Garber, 2007; Rohde, Stice, Shaw, & 
Brière, 2014; Spence et al., 2003; Pössel et al., 2004) found a significant improvement in 
depression symptoms despite no change in social functioning.    
Hopelessness. Six studies, including nine trials, evaluated hopelessness. Of the nine 
trials, four found a significant improvement in hopelessness as well as a significant reduction 
in depressive symptoms as a result of the intervention (Cardemil et al., 2002; Chaplin et al., 
2006; Gillham et al., 2012; Rivet-Duval, Heriot, & Hunt, 2011).The researchers in these 
trials, however, did not conduct any additional analysis to determine whether these 
improvements had a mediating effect on depression. In the study by Chaplin and colleagues 
(2006), girls in the co-educational intervention trial arm demonstrated a significant 
improvement in depressive symptoms despite failing to show positive changes in 
hopelessness. Four trials, in two different studies (Gillham et al., 2012; Sheffield et al., 2006), 
found no improvement to hopelessness or depressive symptoms at post-intervention.  
Self-esteem. Six studies examined whether self-esteem improved as a consequence of 
participation in an intervention. Four studies failed to find positive changes in self-esteem 
(Cardemil, et al., 2002; Harnett & Dadds, 2004; O'Kearney et al., 2006; Quayle et al., 2001). 
Two studies (McCartey, 2013; Rivet-Duval et al., 2011) did find a significant improvement in 
self-esteem as well as depressive symptoms but the researchers did not complete a further 
analysis to assess whether or not these improvements had a meditating effect on depression. 
One study (Cardemil, Reivich, & Seligman, 2002) found that depressive symptoms 
significantly improved without a positive change in self-esteem.   
Coping skills. Five studies, including nine trials, examined coping skills in addition to 
depressive symptoms. Six of these trials found that the interventions had no effect on coping 
skills (Gillham et al., 2012; Harnett & Dadds, 2004; Horowitz et al., 2007; Puskar, Sereika & 
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Tusaie-Mumford, 2003). Four trials (Gillham et al., 2012; Horowitz et al., 2007; Puskar, et 
al., 2003) found a significant improvement in depression despite no change in coping skills. 
Two trials (Kowolenko et al., 2005; Rivet-Duval et al., 2011) resulted in improvements in 
coping skills and depressive symptoms, but no further analysis was conducted to see if this 
improvement mediated the effect on depressive symptoms.  
Problem solving. Three studies, including five trials examined problem solving in 
addition to depressive symptoms. Four trials, in two studies (Araya et al., 2013; Sheffield et 
al., 2006), found no improvement to both problem solving skills and depressive symptoms. In 
a study by Spence and colleagues (2003), those in the high risk subgroup reported an increase 
in problem solving skills as well as a reduction in depressive symptoms. The authors 
concluded that, although causality could not be determined, the results suggested that 
improvements in problem solving skills may mediate reductions in depressive symptoms.   
Summary of mediating variable. Table 1.3 summarises the impact of school-based 
prevention programs on potential mediating variables. Effect sizes are included if (a) they are 
explicitly reported in research papers, or (b) whereby raw data (mean and standard deviation) 
was included. In those studies whereby raw data was provided, effect size (Cohen’s d) was 
estimated comparing mean scores and standard deviations for the potential mediating 
variables at the post-intervention time point.   
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Table 1.3.  
Effect sizes for Mediating Variables and Depressive Symptoms at Post-intervention.  
Mediator Study ES Med. ES Dep. 
Attribution style Cardemil et al.,  (2002)_Latino_overall_sample 0.02 0.51* 
Chaplin et al. (2006)_Only girls in co-ed group  0.47 0.36**  
Chaplin et al. (2006)_Girls only group  0.21 0.41**  
Gillham et al., (2012)_Students only  0.11 0.16* 
Gillham et al., (2012)_Students (+ Parent component) 0.15 0.16 
Horowitz et al., (2007)_CBT  0.31 0.17**  
Horowitz et al., (2007)_IPT  0.04 0.09**  
Jaycox et al., (1994)   0.08* 0.14*  
O'Kearney et al. (2006)  0.21 0.11 
O'Kearney et al. (2009)  -0.11 0.13 
Quayle et al. (2001)  0.33 -0.25 
Roberts et al. (2003) 0.13 0.23 
Spence et al., (2003)_Universal  (not sig.) 0.35**  
Spence et al., (2003)_High risk  (not sig.) 0.47**  
Yu & Seligman (2002)  2.62* 0.32***  
Social skills  Harnett & Dadds (2004)  0.00 -0.02 
 Horowitz & Garber (2007)_CBT -0.22 0.17** 
 Horowitz & Garber (2007) _IPT -0.07 0.09** 
McCarty et al., (2013) 0.29* 0.45* 
Pattison & Lynd-Stevenson (2001)_Penn  -0.35 -0.22 
Pattison & Lynd-Stevenson (2001)_Reversed Penn  -0.34 -0.24 
Pössel et al., (2004)_Min symptom   (not sig.) 0.43*  
Pössel et al., (2004)_Mod symptom  (not sig.) -0.18 
Pössel et al. (2004)_High symptom   (not sig.) -0.88 
Quayle et al., (2001)  -0.08 -0.25 
Roberts et al., (2003) -0.10 0.13 
Rohde et al., (2014) 0.17 0.27* 
Sheffield et al. (2006)_Universal sample_Universal  0.02 -0.01 
Sheffield et al. (2006)_Universal sample_High risk  0.16 -0.2 
Sheffield et al., (2006)_Indicated_Indicated   0.15 -0.13 
Spence et al., (2003)_Universal  (not sig.) 0.35**  
Spence et al., (2003)_High risk  (not sig.) 0.47**  
Thinking style  Araya et al., (2013)  0.04 0.04 
Cardemil, et al.,  (2002)_Latino_ overall_sample 0.76*  0.51*  
Kowolenko et al., (2005)   0.38* 0.46* 
Pattison & Lynd-Stevenson (2001)_Penn  0.07 -0.22 
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Pattison & Lynd-Stevenson (2001)_Reversed Penn  -0.20 -0.24 
Pössel et al., (2004)_Min symptom   (not sig.) 0.43*  
Pössel et al., (2004)_Mod symptom  (not sig.) -0.18 
Pössel et al., (2004)_High symptom   (not sig.) -0.88 
Sheffield et al., (2006)_Universal sample_Universal  0.17 -0.01 
Sheffield et al., (2006)_Universal sample_High risk  0.09 -0.20 
Sheffield et al., (2006)_Indicated_Indicated   0.18 -0.13 
Hopelessness  Cardemil, et al.,  (2002)_Latino_overall_sample 0.47*  0.51*  
Chaplin et al., (2006)_only girls in co-ed group  -0.03 0.36**  
Chaplin et al., (2006)_girls only group  0.47* 0.41**  
Gillham et al., (2012)_Students only  0.24* 0.16* 
Gillham et al., (2012)_Students (+ Parent component) 0.07 0.16 
Rivet-Duval, et al., (2010)  0.39*  0.44***  
Sheffield, et al., 2006_Indicated_Indicated   0.09 -0.13 
Sheffield et al., (2006)_Universal sample_Universal  0.09 -0.01 
Sheffield et al., (2006)_Universal sample_High risk  0.02 -0.20 
Self-esteem Cardemil et al.,  (2002)_Latino_overall_sample 0.34 0.51* 
Harnett & Dadds (2004)  0.23 -0.02 
McCarty et al., (2013)  0.54* 0.45* 
O'Kearney et al., (2006)  -0.23 0.11 
Quayle et al., (2001)  (not sig.) -0.25 
Rivet-Duval, et al., (2010)  0.68* 0.44***  
Coping Gillham et al., (2012)_Students only  0.05 0.16* 
Gillham et al., (2012)_Students (+ Parent component) 0.14 0.16 
Harnett & Dadds (2004)  0.35 -0.02 
Horowitz et al. (2007)_CBT  0.14 0.17**  
Horowitz et al. (2007)_IPT  0.02 0.09**  
Kowolenko et al., (2005)   0.61* 0.46* 
Puskar et al., 2003 (not sig.) 0.43*  
Rivet-Duval et al., (2010)  0.32* 0.44***  
Problem solving Araya et al., (2013)  0.00 0.04 
Sheffield et al., (2006)_Universal sample_Universal  0.03 -0.01 
Sheffield et al., (2006)_Universal sample_High risk  -0.04 -0.20 
Sheffield et al., (2006)_Indicated_Indicated   0.07 -0.13 
Spence et al., (2003)_High risk  0.08* 0.47**  
Note:  
For depressive symptoms: *  = p <0.05, **   = p <01, *** =p <.001  
For mediating variables: *  = p <0.05 
ES Med. = Effect Size for Mediating variable; ES Dep. = Effect size for Depressive Symptoms. 
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As summarised in Table 1.3, the findings of past interventions suggest that following 
intervention, depressive symptoms may improve without an associated change in proposed 
mediator variables. At face value, this challenges the view that interventions are ineffective 
because the mediators are not being targeted effectively, as we see improvements in 
depression regardless of the mediating variables improving. There may be several possible 
explanations, however, as to why changes to proposed mediators do not coincide with 
changes to depressive symptoms.   
One possible explanation is that the risk and protective factors that the intervention 
programs’ target may be inappropriate. In other words, the interventions may not be targeting 
the factors that are associated with changes in depression. Common factors that have been 
targeted, with varying success, have included thinking style, problem solving skills, coping 
skills, and social skills. This explanation, however, appears to be unlikely as there is a good 
deal of evidence which shows that risk and protective factors such as the ones outlined above 
influence the impact of negative life events upon depression (Spence et al., 2005).  
A second explanation is that the intervention programs are not directly, or sufficiently, 
targeting the proposed risk and protective factors that have been identified. At first glance, 
the majority of intervention programs appear to target these skills. For example, several 
programs set out to improve attribution style and appear to provide appropriate training in 
this area. Spence and colleagues (2003) implemented the Problem Solving for Life program, 
which includes focus on cognitive restructuring. Students were taught to address negative 
thinking styles and replace negative, distorted beliefs with more rationale and optimistic ones. 
Questions remain, however, regarding intervention ‘dosage’. The majority of intervention 
studies typically include 8 sessions that are approximately 60 minutes in duration. It is 
plausible that the relative ‘low dosage’ afforded by the programs is insufficient to produce 
lasting changes to the aforementioned risk and protective factors (Spence & Shortt, 2007). 
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Despite this, a clear association between number and length of sessions has not been 
established to date (Spence & Shortt, 2007). Therefore, although plausible, this explanation 
does not appear to solely account for the lack of correspondence between the effects of the 
interventions on mediating variables and on depressive symptoms.   
A further complication with previous studies is that they typically examine a limited 
subset (e.g., 1-3) of the known risk and protective factors for depression. Given that multiple 
risk factors that interact in complex ways are implicated in the development of depression, it 
would, therefore, be expected that improvements in depression would be contingent upon 
simultaneous improvement across a range of mediating variables. 
Measurement timing is another area that warrants further consideration. Programs 
typically measure depressive symptoms and mediating variables at pre-intervention, post-
intervention, and at a follow-up period (e.g., six months after the post-intervention 
assessment). These time points may be missing important information as to the precise 
process of change. Timmons and Preachers (2015) have demonstrated some key limitations 
with this assessment strategy. They assert that this method implies that there is a linear 
change trajectory from pre- to post- intervention, whereas in reality, this may be inaccurate as 
it discounts other possible responses to a particular treatment. For example, participants may 
in fact worsen prior to experiencing improvements or that change may be rapid followed by a 
plateau. Traditional pre- to post- measurement may also fail to detect any spikes in 
improvement/deterioration that may have occurred as a result of specific elements of an 
intervention. Tracking these variables on a daily or weekly basis, through daily/weekly 
diaries, may provide a clearer picture as to the process of change as a result of the 
intervention (i.e., if change occurs in this window of time) and whether or not change in 
mediating variables precedes change in depression (Bolger, Davis, & Rafaeli, 2003).  
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What happens during the intervention phase? A largely unexplored aspect of 
prevention studies, to date, has been the investigation of the effect of an intervention on 
levels of depressive symptoms and change agent variables during the intervention phase 
itself. Including additional assessment points during an intervention period has been utilised 
in a variety of studies (e.g., Geschwind et al., 2010; Geschwind, Peeters, van Os, Drukker, 
Wichers, 2011; Kimhy & Corcoran, 2008; Wichers et al., 2010) and enables researchers a 
more fine-grained analysis of intervention effects. For example, exploring weekly change in 
change agents may provide researchers with the ability to detect the timing and mechanism of 
change in prevention programs. The inclusion of additional time points may also be used to 
assess the trajectory, or pattern, of change throughout an intervention program. Such 
information could be used to identify the number of treatment sessions required before 
improvements are experienced, and whether or not these improvements plateau, or decline, 
after a certain time point. This information could then be utilised to determine the most 
appropriate length of treatment and the components of treatment that result in the greatest 
change. Similarly, increasing assessment points may make it possible to detect non-
responders or early deterioration in symptoms, which then enables researchers to intervene, 
and provide additional attention to, or redirect, those who have responded poorly to a 
treatment (Geschwind, Nicolson, Peeters, van Os, Barge-Schaapveld, & Wichers, 2011).  
The current review identified two depression prevention studies (Poppelaars et al., 
2014; Wijnhoven, Creemers, Vermulst, Scholte, & Engels, 2014) that have examined the 
effect of an intervention on depressive symptoms during the intervention period. Wijnhoven 
et al. (2014) examined levels of depressive symptoms on a weekly basis throughout the 
intervention period. The sample comprised 102 girls with elevated symptoms of depression 
who were assigned to a control group or a CBT-based intervention condition. From pre-to-
post intervention, students in the intervention condition experienced a significant reduction in 
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depressive symptoms compared with those in the control group. Weekly assessment data 
provided further understanding of the timing of change during the intervention. The largest 
improvement in depressive symptoms occurred after the screening process, suggesting that 
non-specific treatment factors, such as adult attention and installation of hope, played an 
important role in symptom reduction. Further large improvements were also experienced 
between sessions four and five which the researchers attributed to cognitive changes brought 
about during this critical period in CBT. 
Poppelaars et al. (2014) measured the effect of three intervention conditions on levels 
of controlled and autonomous motivation and depressive symptoms with a sample of 
adolescent girls with elevated levels of depressive symptoms. Results revealed minimal 
difference between intervention conditions on levels of depressive symptoms and motivation. 
By including weekly assessment points, however, the researchers observed that lower levels 
of controlled (i.e., forced or pressured) motivation at the beginning and middle of the 
intervention predicted less depressive symptoms one year following the completion of the 
program, suggesting maintaining intrinsic motivation throughout a prevention program may 
be an important ingredient for positive change. It is also worth noting that motivation is not 
typically considered a risk factor, and therefore, is often not targeted in intervention 
programs. The findings of the above study may persuade researchers to consider targeting 
non-specific factors that may facilitate engagement and maintenance in interventions, in 
addition to known risk factors predictive of depression. 
Despite the contribution of the aforementioned studies measuring depressive 
symptoms on a weekly basis, much potential exists through implementing this measurement 
strategy. For example, measuring weekly change in change agents may assist in uncovering 
the timing and mechanism of change in these programs. Early change may also be used to 
predict treatment maintenance and dropout which may enable researchers the ability to 
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identify and provide additional attention to, or redirect, those who may display early 
deterioration in symptoms. Finally, design characteristics in the present study (i.e., universal 
sample with both genders) will allow for greater generalisation of the findings.  
Section Four: Summary and Proposed Research Studies  
As detailed in Section Three, a large number of depression prevention programs have 
been conducted with both universal and targeted samples. While there has been considerable 
heterogeneity in effect size across trials, several features are identified as common to many of 
these interventions. First, intervention efficacy is more often explored in terms of changes at 
the group-level (i.e., continuous mean-based comparison approach) than in terms of 
proportion of individuals who substantially improve (i.e., a categorical approach) – indeed 
this review showed that 98% of reviewed trials used the continuous approach, versus 29% 
who used a categorical approach, and 28% who used a combination of the two. Second, 
change in symptoms has typically been undertaken at baseline and post-intervention points 
(including follow-up), but rarely during the intervention itself. The two exceptions to this 
(Poppelaars et al., 2014; Wijnhoven et al., 2014) showed that changes occurring during the 
intervention phase may provide alternative conclusions about treatment efficacy or, at the 
very least, help to pinpoint reasons for low effect sizes in cases of poor treatment efficacy. It 
may also provide indications of whether early treatment-related improvement is predictive of 
ultimate level of improvement by post-intervention and, in turn, could be a practical means 
for reallocating participants to more/less intensive interventions mid-program rather than 
waiting until the end of the treatment course. 
Third, despite recognition that one-size-fits-all approaches to treatment of depression 
are counter to observed heterogeneity in symptom severity at baseline and responsiveness to 
treatment, researchers do not routinely check for the impact of baseline symptom severity on 
efficacy. Tests of these moderation effects are important as they help to identify limits on 
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whom a treatment should be given to, and may help to identify the most appropriate treatment 
based on symptom profile at sign up. 
Fourth, while the number of studies that explored change in proposed risk/protective 
factors as well as change in depressive symptoms was impressive this too is not routine 
practice. Moreover, the range of risk/protective factors measured has often been low (e.g., 1-3 
per study), and these chosen secondary measures have not always aligned with the 
intervention content provided to participants. Knowing whether the intervention has desired 
effects on the factors that it directly targets (and then flow-on effects to the primary outcome 
of depression) is an important piece of information by which to gauge efficacy of an 
intervention.  
Thus, the present thesis uses a 6-week CBT-based, universal intervention (the Think 
Health and Wellbeing program) to develop and demonstrate a more comprehensive 
evaluation framework for determining treatment efficacy. The intervention includes six 
modules, each targeting a risk or protective factor (e.g., self-esteem, resilience, body image, 
etc.) selected due to its association with the development of depression. Prior reviews have 
demonstrated that intervention effects are stronger for older adolescents (Horowitz & Garber, 
2006; Stice, Shaw, Bohon, Marti, & Rohde, 2009). Coupled with evidence demonstrating that 
the incidence of depression rises steeply during adolescence (Merry et al., 2011), Year 8 
students (i.e., 13-14 year olds) were deemed ideal candidates to include in the research study. 
The researcher along with several post-graduate psychology students (i.e., six clinical 
doctorate students in their final year of study and two PhD students with several years of 
teaching experience) were selected as facilitators as recent reviews (e.g., Calear & 
Christensen, 2010) have demonstrated that mental health professionals tend to be more 
effective than teachers in delivering interventions.   
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Given the volume of data derived from this project, reporting of these results is split 
thematically into two empirical chapters. In the first empirical chapter, efficacy is 
investigated by evaluating intervention effects on depressive symptoms at post-intervention 
and three-month follow-up from both continuous and categorical perspectives. Mechanisms 
of change are also evaluated by examining the impact of the intervention on key change agent 
variables and by evaluating the degree of correspondence between change in these variables 
and change in depressive symptoms. Finally, the moderating impact of baseline symptom 
severity will be evaluated to determine whether the intervention is more effective for some 
participants compared with others.  
The second empirical chapter adds to this by investigating efficacy in a novel and 
underutilised manner by exploring the impact of the intervention on depressive symptoms and 
key change agent variables during the actual intervention period. It is anticipated that this 
approach will allow for a more fine-grained analysis and enable the identification of the 
timing, trajectory, and shape of change in the key variables during the course of the 
intervention. It is expected that the additional information from this measurement approach 
will further our understanding of the process and mechanics of change in school-based 
depression prevention programs.  
 
 
 
 
 
 
 
 
40 
 
 
  
Chapter Two: Investigating Intervention Effects at the Trait-Level 
As described in Chapter One, researchers have utilised a range of different methods 
for evaluating intervention efficacy. Some methods are ubiquitous (e.g., evaluating 
continuous-level change from pre- to post-intervention), whereas others (e.g., evaluating 
categorical-level change) have been less commonly applied. In addition, a comprehensive 
evaluation strategy, whereby a range of different data analytic methods have been 
implemented and compared in the one study, has been less commonly applied. The present 
chapter proposes and implements a comprehensive framework for evaluating intervention 
efficacy with a focus on comparing and contrasting a continuous versus a categorical method 
for evaluating outcome, investigating the impact of baseline symptomology, as well as 
evaluating the time-course for improvement. Four change agent variables (self-esteem, 
resilience, perceived social support, and body satisfaction) will also be evaluated individually 
and collectively to ascertain if they account for, and correspond with, change in depressive 
symptoms. Also explored is the consistency in conclusions derived by the different 
approaches and whether their combination leads to a clearer picture of why and for whom the 
intervention works.  
What Impact Does Operationalisation Have On Results? 
The most common method for evaluating universal school-based programs has been 
to compare continuous (i.e., group mean-based) changes between the intervention and control 
group from pre- to post-intervention and at follow-up assessment points (e.g., Araya et al., 
2013; Horowitz et al., 2007) This approach is useful but is likely to be less sensitive when 
intervention effects are heterogeneous (with some participants improving considerably and 
others having adverse reactions) and may be subject to influence of outliers with sizable 
improvement/decline, particularly with small sample sizes. An alternative approach is to 
quantify the proportion of participants who improve or decline by a pre-specified amount, 
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such as improving by one or more standard deviations from baseline (e.g., Spence et al., 
2003; Raes et al., 2014). In the absence of an agreed clinically significant value for 
improvement (Shochet et al., 2001), judging change based on standard deviations provides a 
pragmatic way to assess improvement.  
How Does the Intervention Work, and Who Benefits Most? 
Exploration of the effect of baseline symptom severity on treatment efficacy allows 
researchers to potentially explore generalisability of treatment effects to different subgroups 
(e.g., whether the treatment was equally beneficial for individuals with mild to moderate 
symptoms versus individuals with severe symptom levels pre-intervention) and may provide 
insights into who is most likely to benefit from the program as typically delivered versus 
those who may need a modified version in order to achieve positive outcomes.  
As universal interventions typically seek to improve mental health by bolstering 
protective factors and reducing risk factors (e.g., targeting resilience, self-esteem, and coping 
ability), it is meaningful to also evaluate whether the intervention produced positive change 
in these ‘change agents’ and whether that, in turn, predicts improvement in the primary 
outcome (depression). Inspection of change in these putative ‘change agents’ may provide 
additional information to help researchers refine and improve efficacy of their interventions 
by identifying aspects of the intervention that did – and did not – work as intended.  
Time Course for Symptom Improvement 
 Timmons and Preacher (2015) caution that the chosen intervals for assessment in 
longitudinal designs may impact the capacity to accurately capture the change process. While 
post-intervention measurement of symptoms is standard for school-based interventions, it is 
not the only time-point to evaluate change. Indeed, given the amount of content covered in 
these interventions, it is possible that the full effect of intervention may not be observed until 
some-time after cessation of treatment (Pössel et al., 2003; Quayle et al., 2001). Thus, the 
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present study will explore both post-intervention effects and maintenance or enhancement of 
effects at follow-up. It should be noted that in addition to evaluating pre- to post- (and 
follow-up) intervention effects, Chapter Three further investigates measurement timing 
effects by evaluating depressive symptoms and key change agent variables throughout the 
intervention period. In doing so, a more fine-grained picture of individual variability, 
trajectory, and timing of change in these variables is expected to be uncovered.  
Thus, the present chapter demonstrates the use of a more comprehensive evaluation 
framework to determine whether a school-based intervention (the Think Health and 
Wellbeing intervention) is effective in reducing depressive symptoms in adolescents. A more 
thorough approach to evaluating efficacy, as described below, may assist researchers to 
uncover answers to questions of efficacy that have remained elusive in the depression 
prevention research space and, in turn, inform the development of more tailored programs for 
this at-risk population. Efficacy was evaluated in terms of: 
1) Continuous and categorical operationalisations of improvement in symptoms - the 
continuous approach evaluated whether reduction (or rate of change) of depressive 
symptoms over time was greater for the intervention group than the control group, 
whereas the categorical approach assessed the proportion of individuals who 
substantially improved in each group over the testing period; 
2) Time course for improvement – whether the intervention group had greater 
improvement than the control group post-intervention and whether these post-
intervention improvements are maintained or enhanced further at a subsequent 
follow-up; and 
3) Mechanisms of improvement (who improved, on what, and how?) – whether 
improvement post-intervention was dependent upon baseline symptom severity, 
whether the intervention improved the primary outcome (depression) and/or the 
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proposed change agents targeted by the intervention, and whether improvement in 
the change agents predicted change in the primary outcome (both concurrently and 
prospectively). 
It is predicted that the intervention group will experience greater improvement than 
the waitlist control group in depressive symptoms from baseline to post-intervention by both 
categorical and continuous operationalisations of the outcome. Further, as the Think Health 
and Wellbeing program targets proposed risk and protective factors for depression, it is 
anticipated that reduction in depressive symptoms will be predicted by change in these 
proposed change agents. Finally, it is expected that the intervention group will exhibit 
maintained reduction in depressive symptoms at a 3-month follow-up.  
Method 
Design Overview 
Students were assigned to either the intervention or control condition based on the 
school they attended. Assignment to either intervention or control condition was determined 
by confirmation of participation by each school. First allocation was to the intervention 
group, followed by control condition. This allocation strategy was implemented as school 
administration staff requested to know the school term in which their students would receive 
the intervention program (i.e., for planning and timetabling purposes) prior to accepting the 
opportunity to participate in the study. This practical barrier meant that random allocation 
was not possible. Participants in the intervention condition were asked to complete baseline 
questionnaires before the start of the first module, at the completion of the final module and 
then three months later at follow-up. Those in the control condition completed the 
questionnaires at the same time points (i.e., baseline, then six weeks later), and then received 
the intervention program. Consistent with previous studies, those in the control condition 
were offered the intervention immediately after the program, which ensured the participants 
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in this group were not withheld treatment longer than necessary (Berry & Hunt, 2009; Masia-
Warner, 2005).   
Participants 
Participants were 310 eighth grade students (191 males and 119 females), ranging in 
age from 13 to 17 years (M = 13.62, SD = 0.58). A total of 164 students were in the 
intervention condition, whilst 146 students were allocated to the wait-list control condition. 
As shown in Figure 2.1, participant numbers dropped to 118 for the control group and 134 for 
the intervention group by post-intervention (T2). Based on T2 sample sizes, alpha = .05 and 
power = .80, and assuming a modest intra-class correlation of .05, the present study was 
adequately powered to detect a small group difference in depressive symptom severity at 
post-intervention of Cohen’s d > 0.5. 
The control group was significantly older (M = 13.77 years, SD = 0.60) than the 
intervention group (M = 13.49, SD = 0.54); F(1, 308) = 18.74, p <.001. Although the gender 
balance was uneven across control (86 boys, 60 girls) and intervention conditions (105 boys, 
59 girls), this effect was non-significant; χ2(df=1) = .86, p = .355. Thus, age, but not gender, 
was used as a covariate in analyses reported in the Results section. 
Thirteen schools were contacted and given a full description of the program. Four 
schools declined to participate as they already had mental health programs running, and a 
further four schools did not have the capacity and/or time to participate. At the end of this 
process, participants were recruited from five government high schools in Victoria. Four 
schools were in metropolitan Melbourne and one school was from a large regional city. 
Figure 1.1, below, outlines participant numbers across the stages of the intervention. 
Although not the focus of the present study, the small number and non-random allocation of 
schools to condition introduced the possibility of differences across schools in baseline 
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variables (including demographics). For the interested reader, these group differences and 
associated significance tests are presented in Appendix A. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2.1 Summary of the number of participants who completed the measurements at each 
of the three time points.  
Materials and Procedure 
Facilitator and student manuals. The program was administered according to a 
manual prepared for the facilitators of the intervention. This provided an outline for each of 
the six intervention sessions, including psych-educational material as well as a guide to 
facilitating in-session activities (See Appendix B for a complete copy of the facilitator 
Intervention 
n = 2 schools 
n = 13 schools received 
mail outs/phone calls 
 
Control 
n = 3 schools 
Expression of Interest in 
participation 
n = 5 schools 
Baseline 
Questionnaires 
n = 164  
3- Month Follow-
Up 
n = 90 
(dropout T3 = 44) 
Post-Intervention 
Questionnaires  
n = 134 
(dropout T2 = 30) 
Baseline  
Questionnaires 
n = 146  
Post-Intervention 
Questionnaires  
n = 118 
(dropout T2 = 28) 
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manual). A manual for students was also used. The student manual outlined tasks that the 
students were required to complete during each intervention session and provided space for 
student responses. A detailed description of the contents of each intervention session is 
provided in the Procedure Section. 
Depressive symptoms. The 13-item Short Mood and Feelings Questionnaire (SMFQ; 
Angold et. al., 1995) assesses core symptoms of depression in children and adolescents via 
self-report. Items require participants to rate how they were feeling or acting in the past two 
weeks, for example, ‘I felt miserable or unhappy’. Items are keyed to a three-point scale with 
the following possible responses ‘true’ (scores 2); ‘sometimes true’ (scores 1); or ‘not true’ 
(scores 0). Scores are summed and have a range of 0-26, where higher scores reflect greater 
severity of depressive symptomology. A total score can be dichotomised in order to classify 
individuals as being either depressed or not depressed. A cut-off score of 11 has been 
demonstrated to have good sensitivity and specificity (Thapar & McGuffin, 1998). Prior 
studies have demonstrated that the scale possesses good psychometric properties and is 
appropriate for use with adolescents aged 12 and above (Angold et. al., 1995; Brooks & 
Kutcher, 2001; Hoare et al., 2014). 
  The SMFQ is based on The Short Mood and Feelings Questionnaire long form (MFQ; 
Costello & Angold, 1988). The MFQ is a 33-item screening tool developed to identify signs 
and symptoms of depressive disorders in children and adolescents (Angold et al., 1995). The 
long form has been used extensively in epidemiological studies and clinical research and has 
good psychometric properties (Kuo, Stoep, & Stewart, 2005). The MFQ has demonstrated 
high levels of stability over 3 week to 3 month intervals (Sund, Larsson, & Wichstrom, 2001) 
and has high internal consistency (Angold et al., 1995; Burleson Daviss et al. 2006). The 
MFQ shows concordance with a depressive diagnosis (Kuo, Stoep, & Stewart, 2005) and 
correlates strongly (r = .91) with the Beck Depression Inventory (BDI). Criterion-related 
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validity has also been established for this measure (Wood, Kroll Moore, & Harrington, 
1995).  
The short form version (SMFQ), consisting of 13-items, was subsequently developed 
for which criterion validity has also been established (Angold et al., 1995; Thapar & 
McGuffin, 1998). Studies have demonstrated that a strong correlation exists between the 
MFQ and the SMFQ, indicating that minimal information is missed by using the short-form 
over the long-form. For example, in a study by Kuo, Vander Stoep, and Stewart (2005), the 
MFQ and the SMFQ had a correlation of r = .95. In designing the SMFQ, a key goal was to 
develop a single factor measure, only using items that loaded strongly on the first main factor 
taken from the larger pool of items in the full scale (Messer el at. 1995). Research studies 
demonstrate that there is robust support for the unidimensional structure of the SMFQ when 
used in child and adolescent populations (Turner, Joinson, Peters, Wiles, & Lewis, 2014; 
Messer el at., 1995).  
The SMFQ demonstrates concurrent validity as it has been shown to correlate with 
more extensive assessment tools for depression, such as the Children’s Depression Inventory 
(CDI) (Kovacs, 1983) and the Diagnostic Interview Schedule (DISC) (Shaffer, Fisher, 
Piacentini, Schwab-Stone, & Wicks, 1989). Specifically, the SMFQ has a moderate 
correlation with the CDI (r = 0.62) as well as with the DISC (r = 0.65) (Angold et al., 1995). 
The SMFQ has also been shown to discriminate well between psychiatric and non-psychiatric 
individuals (Angold et al., 1995).  
The twelve-month stability coefficient of .48, in grade 9 students, found by Angold et 
al., (1995) is consistent with community and clinical studies that have reported that there is a 
moderate degree of continuity of depressive symptoms across time. An interclasses 
correlation of .66 for the SMFQ child version and .88 for the SMFQ parent version was 
reported in a two-week test-retest study, with a sample off 44 child/parent pairs (Costello & 
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Angold, 1988) demonstrating that the scale has good inter-rater reliability. Internal 
consistency has also been found to be high (α = .90) in past research studies (Angold et al., 
1995) and in the current study, Cronbach’s alpha was also found to be good (T1 α = .94; T2 α 
= .95; T3 α = .95).   
Resilience. The Resilience Scale (Wagnild & Young, 1993) was used to measure 
resilience. This scale reflects five areas of resilience: perseverance, equanimity, 
meaningfulness, self-reliance and existential aloneness (Wagnild & Young, 1993). A factor 
analysis conducted on the Resilience Scale supported a multidimensional construct with two 
main factors emerging: (1) personal competence, and (2) acceptance of life and a sense of 
peace despite adversity (Wagnild, 2009). The scale includes 25 items, which are answered on 
a 7-point Likert scale (1 = disagree; 4 = neither agree nor disagree; 7 = agree strongly), and 
are added together to form one overall score, with higher scores demonstrating greater levels 
of resilience (Wagnild & Young, 1993).  
Content validity was established via the selection of items deemed to be reflective of 
resilience taken from interviews with resilient individuals with a panel of experts present 
(Ahern, Kiehl, Sole, & Byers, 2006). Concurrent validity was established in the Resilience 
Scale via high correlations with well-established, valid measures of related constructs, 
including depression (r = .37), life satisfaction (r = .30), morale (r = .28), and health (r = .26) 
(Ahern et al. 2006).  
In a recent review, Wagnild (2009) reported on the psychometric properties of the 
measure, including results from diverse populations, such as, at-risk and homeless 
adolescents, young mothers, young military wives, adult immigrants, and several studies with 
older adults. The scale has been shown to discriminate between groups and work well in 
these populations (Ahern et al., 2006; Wagnild 2009). In 11 out of 12 studies, the internal 
consistency was high (Cronbach’s α ranged from .85 to .94). The lowest reported coefficient 
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reported was .74 (Wagnild, 2009). These results demonstrate that the internal reliability of 
the resilience scale is robust across diverse samples (Wagnild, 2009). The stability of the 
Resilience Scale over time (i.e., test-retest reliability) has been evaluated with coefficients 
found to be between .67 and .84 after 12 months (Wagnild & Young, 1993).  
Other evidence suggests that the Resilience Scale functions equivalently, if not better, 
than other existing measures of resilience, particularly when studying adolescents (Ahern et 
al., 2006). Several studies support this conclusion. For example, a study conducted by Black 
and Ford-Gilboe (2004) measured the resilience of adolescent mothers. The internal 
consistency for the Resilience Scale in the aforementioned study was .85. Another study, 
involving homeless adolescents, reported the Cronbach’s alpha on the Resilience Scale to be 
.91 (Rew, Taylor-Seehafer, & Thomas, & Yockey, 2001). In the current study, Cronbach’s 
alpha was found to be good (T1 α = .89; T2 α = .90; T3 α = .90).  
In the present study, the original 25-item version of the resilience scale was 
abbreviated to 10 items, which were divided by ten to produce a possible range of scores 
from 1 to 7. Items with negative connotations, or that might evoke unpleasant feelings, were 
removed in accordance with requests of participating schools. The following 10 items 
remained in the scale that was administered to the students: ‘I usually manage one way or 
another’, ‘I feel proud that I have accomplished things in my life’, ‘I usually take things in 
my stride’, ‘I am friends with myself’, ‘I am determined’, ‘I keep interested in things’, ‘my 
belief in myself gets me through hard times’, ‘my life has meaning’, ‘when I am in a difficult 
situation, I can usually find my way out of it’, and ‘I have enough energy to do what I have to 
do’. Due to the modifications, it was difficult to establish normative data and clinical cut-offs 
for the scale. As a result, the mid-point of the scale (i.e., 4) was used as clinical cut-off score, 
indicting low levels of resilience.  
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Self-esteem. The Rosenberg Self-Esteem Scale (RSES: Rosenberg, 1965) is one of 
the most widely used measures of self-esteem (Sinclair et al., 2010). The RSES is a 10-item 
self-report measure that asks participants to indicate their strength of agreement with 
statements such as ‘I am able to do things as well as most other people’ (1 = strongly agree; 
4 = strongly disagree). The scale includes both positively and negatively worded items. 
Negatively worded item are reversed coded them summed, providing scores with a range of 
10 to 40. Higher scores reflect greater levels of self-esteem. In the current study, scores were 
divided by 10 to produce a consistent metric across scales and, therefore, the range of 
possible scores was 1 to 4. Although no widely used cut-off score for indicating low self-
esteem exists, Isomaa, Väänänen, Fröjd, Kaltiala-Heino, and Marttunen, (2013) suggest that 
the midpoint score of score 2.5 is considered a justified cut-off, particularly as this score was 
shown to correlate highly with depression and social anxiety with a sample of adolescents.  
Convergent validity to related constructs is strong with correlations ranging from r = 
0.57 to 0.79; for example, life satisfaction (r = .61) and optimism (r = .60) (Greenberg, Chen, 
Dmitrieva, Farruggia, 2003; Sinclair et al., 2010). Discriminant validity has also been 
achieved with negative correlations reported with measures of depression (r = -.62), anxiety 
(r = -.47), and stress (r = -.52) (Sinclair et al., 2010).  
The RSES has demonstrated good test-retest reliability with one study measuring the 
construct six times with an overall mean correlation of r = .69 (Robins, Hendin, & 
Trzesniewski, 2001). In a study conducted by Sinclair and colleagues (2010), internal 
consistency was demonstrated with a range of population groups, such as younger and older 
individuals, those with different working statuses, as well as across different socio-economic 
groups. Cronbach’s alpha’s ranged from .84 to .95 with an average of .91 for the total 
sample.  
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Studies have shown that the scale has good psychometric properties and is appropriate 
for use with adolescents. Strong construct validity has been reported in use with adolescent 
samples. For example, good self-esteem has been shown to negatively correlate on the four 
subscales of emotional and behavioural disorders (Bagley & Mallick, 2001) and to be 
positively related to perceptions of positive school climate (Byrne, 1983). The RSES has 
been shown to possess adequate stability over time with an adolescent population, with Byrne 
(1983) reporting a test-retest correlation of .61 over a seven month period. The RSES has 
also demonstrated strong internal consistency when used with adolescents (α = .81 to .88) 
(Bagley & Mallick, 2001). In the current study, Cronbach’s alpha was acceptable (T1 α = .86; 
T2 α = .88; T3 α = .88).  
Social support. Perceived social support was measured using the Multidimensional 
Scale of Perceived Social Support (MSPSS; Zimet, Dahlem, Zimet, & Farley, 1988). The 
MSPSS is a self-report measure that subjectively assesses social support adequacy of family, 
friends and a significant other. The scale consists of 12 items that require participants to 
indicate their strength of agreement with statements such as ‘There is a special person who is 
around when I am in need’ (1 = very strongly disagree; 4 = neutral; 7 = strongly agree). 
Scores are summed with a possible range of 12 to 84, and higher scores reflecting greater 
levels of perceived social support. In the current study, scores were divided by 10 to produce 
a consistent metric across scales and, therefore, the range of possible scores was 1 to 8.4. The 
original study by Zimet and colleagues (1998) produced a mean score of 5.80, which will be 
used as normative data in the present study. A similar figure (i.e., 5.58) was reported in a 
study with urban adolescents (Dahlem, Zimet, & Walker, 1991).  
Consistent with prior studies, Canty-Mitchell and Zimet (2000) confirmed the factor 
structure of the MSPSS with a sample of adolescents whereby the three factors of family, 
friends, and significant others were extracted and shown to account for 79.3% of the variance 
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between items. Divergent and discriminant validity have been demonstrated in a sample 
consisting of youth, where the MSPSS correlated positively with resilience (r = .43) and 
negatively with depression (r = -.27) and childhood trauma (r = -.04) (Bruwer, Emsley, Kidd, 
Lochner, & Seedat, 2008). 
The MSPSS has demonstrated good stability over time, with a test-retest reliability of 
.85 being obtained (Kazarian & McCabe, 1991). Internal reliability has been demonstrated 
with adolescents, evidenced by a Cronbach’s alpha coefficient of .93 in a study conducted by 
Canty-Mitchell and Zimet (2000). In the current study, Cronbach’s alpha was found to be 
excellent (T1 α = .91; T2 α = .92; T3 α = .93).  
Body image. Body satisfaction was measured using a modified version of the Body 
Image and Body Change inventory (Ricciardelli & McCabe, 2000). The original measure 
comprises a number of scales that measure body satisfaction as well as different methods that 
can be used to maintain or change one’s appearance. The Body Image Satisfaction Subscale 
of the Body Image and Body Change inventory consists of seven-items which ask 
participants how happy they are with specific body parts (hips, chest, arms, shoulders, 
stomach, legs and thighs). Three additional items assess dissatisfaction with global aspects of 
appearance (weight, shape and muscles). Items are presented with 5-point Likert-style 
response scales, ranging from 1 (Very unhappy) to 5 (Very happy). Items are summed and 
divided by five to calculate a total score.  
A modified version of Body Image Satisfaction Subscale taken from the Body Image 
and Body Change inventory was utilised in the present study. The scale was modified in 
several ways. Firstly, ratings were replaced from ‘extremely dissatisfied - extremely satisfied’ 
to ‘very unhappy - very happy’ with the aim of being more user-friendly for use with the 
adolescent population. Secondly, the scale was also reduced to five items, due to high 
correlations between several items (r >.9); these remaining 5 items measure satisfaction with 
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overall weight/shape, muscles, lower body, middle body, and upper body. Changes to this 
subscale were taken from a study conducted by Fuller-Tyszkiewicz and colleagues (2012), 
where this revision was found to exhibit good internal consistency and factorial validity. One 
final change was made to the subscale. The term ‘dissatisfied’ was replaced with ‘satisfied’ at 
the request of the schools, in order to maintain a sense of positivity of the program. Fuller-
Tyszkiewicz and colleagues (2012) reported normative data for the revised scale used in the 
present study. Results were calculated separately for males (3.70) and females (3.05). 
The original Body Image Satisfaction Subscale has demonstrated good internal 
reliability (Cronbach’s α = .92) when used with an adolescent sample (Ricciardelli & 
McCabe, 2002), and has demonstrated concurrent validity with other major measures of body 
image, such as the Stunkard’s Figure Body Drawings and the Body Dissatisfaction subscale 
of the Eating Disorders Inventory (Ricciardelli & McCabe, 2002).  
The study conducted by Fuller-Tyszkiewicz and colleagues (2012) using the revised 
five-item scale reported good internal consistency (Cronbach’s α = .86). The authors did 
note, however, that the reduction in internal consistency relative to the full scale, may have 
been partially as a result of the removal of five items from the original scale. The five-item 
measure also correlated positively with other related measures of body image, such as 
sociocultural messages regarding appearance and body change behaviours (Mellor, McCabe, 
Ricciardelli, & Merino, 2008; Mellor et al., 2009). In the current study, Cronbach’s alpha was 
found to be excellent (T1 α = .92; T2 α = .94; T3 α = .95).  
Procedure  
Following ethics approval, secondary schools in the Melbourne metropolitan region 
and regional Victoria were invited to take part in the proposed study. Meetings were held 
with school representatives to describe the program. Plain language statements and consent 
forms were provided to students, parents, and school principals (See Appendix C). In order to 
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be eligible to complete the questionnaires, both students and parents were required to provide 
consent.  
Five hundred and sixty five students were enrolled in the five participating schools 
and of those 310 (55%) gave consent to participate in the program (including completing the 
surveys). It was emphasised to students that they could still complete the intervention if they 
consented, without having to complete surveys if they felt uncomfortable doing so. The 
remaining students gave consent to participate in the intervention, but did not consent to 
complete the surveys. Thus, those who did not provide consent to complete the surveys were 
asked to undertake private activities (e.g. read or complete homework) whilst the 310 
students completed the questionnaires (See Appendix D for a copy of the questionnaire).  
The interventions were held at the participating schools during health and wellbeing 
classes. ‘Think Health and Wellbeing’ was devised in order to address key risk and protective 
factors known to be implicated in adolescent depression, such as thinking style, self-esteem, 
and resilience. The program comprises six modules, each including a combination of psycho-
education, small group activities, and whole class discussions. The intervention is similar in 
structure (e.g., Rohde, Stice, Shaw, & Briere, 2014) and content (e.g., Stallard et al., 2012) to 
other school-based programs. It includes six 45 minute modules aimed to assist students to 
(1) recognise and address unhelpful thinking patterns (2) develop coping skills and learn 
ways of relaxing (3) build positive self-esteem (4) develop a positive body image (5) develop 
communication, interpersonal, and assertiveness skills and (6) become more resilient through 
perspective taking, positive self-talk and active coping. The researcher and post-graduate 
psychology students (clinical doctoral and PhD students) facilitated the interventions. 
Facilitators were appropriately trained by the researcher by undergoing a one-day workshop 
on how to deliver the intervention and in order to maintain consistency in content and 
structure across the groups.  
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Classes consisted of approximately 20 to 25 students. Students in the wait-list control 
condition attended their regular health and wellbeing classes, where they received regular 
wellbeing curriculum, including education on diet and nutrition, relationships, and sexual 
health.  
Data Analytic Strategy 
 Following evaluation of attrition rates and group differences at baseline, analyses 
were undertaken in order to evaluate treatment efficacy: (1) from both continuous and 
categorical perspectives, (2) with respect to immediate effects of the intervention (T1 to T2) 
and maintenance effects (T2 to T3), and (3) in terms of for whom the intervention was most 
effective and how. As the continuous versus categorical issue pervades the other two issues, 
information is organised below and in the Results section according to this first 
consideration. 
Continuous approach. First, the latent difference score approach (McArdle, 2001; 
Selig & Preacher, 2009) was used to derive estimates of the magnitude of change in 
depressive symptoms (and change agents) from baseline to post-intervention and from post-
intervention to the 3-months follow-up. This approach is preferable for evaluating change as 
it overcomes issues of regression to the mean (McArdle, 2001). A multi-group approach was 
adopted in order to evaluate group (intervention vs control) differences in: (1) level of change 
from T1 to T2 (akin to the group x time interaction in ANOVA-based evaluations of 
efficacy), and (2) relationship between baseline level of the outcome variable and change in 
this variable. These models were run separately for each outcome variable (depressive 
symptoms, and the change agents), and then as a full model with latent change in depressive 
symptoms regressed onto latent change in the change agents in order to see whether 
improvement in depressive symptoms coincided with improvements in these variables 
directly targeted by the intervention. Significance tests for group effects were derived by 
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comparing models in which these parameters were constrained to be equal across control and 
intervention groups versus models in which these parameters were free to vary across groups 
(Byrne, 2012; Gregorich, 2006). It should be noted that as the latent difference score was 
modelled as T2 – T1, negative scores for this variable reflect improved symptoms whereas 
positive scores for the change agents (since higher values on these represent more positive 
development) represent improvement. 
Second, as the control group discontinued participation at T2, a single group analysis 
was undertaken. This T2 to T3 latent difference score model tested change in the depressive 
symptoms as a function of baseline (T1) and post-intervention (T2) levels of depression, and 
T1 to T2 latent difference scores for the proposed change agents (body satisfaction, 
resilience, self-esteem, and social support). As this model was single-group, significance tests 
were performed on model estimated b weights instead of through model comparison. 
Categorical perspective. Change in symptoms from T1 to T2 (and T2 to T3) were 
categorised based on whether an individual improved by at least 1 SD (improved group), 
declined by at least 1 SD (deteriorated group), or exhibited change less than ±1 SD (stable 
group), based on SD values at baseline for the sample as a whole (SD = 6.53). These change 
categories made it possible to quantify the proportion of individuals who changed 
substantially from T1 to T2 by group, and with respect to decline as well as improvement. 
Chi square analyses were used to evaluate whether the control and intervention groups 
differed in the proportions for each of the three categories (declined, stable, improved). 
Finally, logistic regression analyses were conducted to evaluate whether improvement 
in depressive symptoms post-intervention (T2) and at the 3-month follow-up (T3) could be 
predicted by baseline depression severity (as a continuous variable) and T1-T2 improvement 
in the change agents (categorical variable). For the model with T3 depression change as the 
outcome, T1 to T2 improvement in depressive symptoms and change agents (categorical 
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variables) were used as predictors. Given the primary interest of predicting improvement in 
depression, as well as the low numbers of participants who improved/declined substantially, 
the categorical variables were binary (1 SD improvement vs all other participants). 
Furthermore, these analyses were run exclusively on intervention participants as the 
intervention group showed significantly more individuals who improved by at least 1 SD. 
 
Results 
Attrition 
Overall, 19% of participants did not provide post-intervention data. The control group 
(28/146) and intervention group (30/164) had similar rates of drop-out at post-intervention, 
χ2(df=1) = 0.40, p =.527, Cramer’s V = .01. Attrition from baseline to post-intervention was not 
associated with any variables studied, as the interaction between group (control vs 
intervention) and attrition (drop-out vs completers) had non-significant effects on baseline 
resilience [F(1,248) = 3.78, p =.053, η2 = 0.12], social support [F(1,248) = 2.179, p =.141, η2 
= 0.07], self-esteem [F(1,248) = .936, p =.334, η2 = .00], body satisfaction [F(1,248) = .020, 
p =.888, η2 = .00], and depressive symptoms [F(1,248) = .094, p =.760, η2 = .00],  In 
addition, attrition was not predicted by gender; χ2(df=1) = 0.856, p = .355, Cramer’s V = .053.   
Descriptive Statistics and Group Differences at Baseline 
Table 2.1 provides a breakdown of mean scores for all study variables by time and 
treatment group allocation. At baseline, the intervention group reported significantly higher 
levels of depressive symptoms than the control condition (t (1,308) = -2.23, p = .026). The 
control and intervention group did not significantly differ on any other variables (t values 
ranged from 0.25 to 0.81, ps ranged from .410 to .800). Applying cut-offs to SMFQ scores, 
32% of intervention students and 30% of control students met cut-off for probable depression 
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at baseline, suggesting that the proportion of students with mental health concerns was high, 
but comparable across groups. 
Intervention Effects from Continuous Variable Perspective 
As shown in Table 2.1, students in the intervention group reported a modest 
worsening in depressive symptoms at post-intervention, whereas those in the control group 
showed a slight improvement in depressive symptoms. Latent change analysis, however, 
showed that the groups did not differ in their level of change in depressive symptoms (χ2(df=1) 
= 0.325, p = .569), but did differ in the relationship between baseline depressive symptom 
severity and change in symptoms by post-intervention (χ2(df=1) = 5.432, p = .020). The 
relationship between baseline depressive symptoms (T1) and latent change in depressive 
symptoms from baseline to post-intervention (T1 to T2) was significant and negative for both 
groups. As latent change reflects T2 depressive symptom severity minus T1 depressive 
symptoms, negative associations indicate that higher scores on depression at baseline were 
associated with greater improvement at T2. Post-hoc evaluation showed that this relationship 
was stronger for the intervention group (β = -0.413, p < .001) than the control group (β = -
0.202, p = .004). 
The control and intervention groups did not differ in the magnitude of change from 
baseline to post-intervention for resilience (χ2(df=1) = 0.138, p = .710), body satisfaction 
(χ2(df=1) = 0.045, p = .832), self-esteem (χ2(df=1) = 0.43, p = .836), or level of social support 
(χ2(df=1) = 1.925, p = .165). Magnitude of improvement in depressive symptoms was 
associated to improvement in body satisfaction (b = -.881, p = .038), self-esteem (b = -.221, p 
= .005), and level of social support (b = -.073, p = .011), but was not associated to 
improvement in resilience (b = -.079, p = .068) for the sample as a whole. These effects did 
not differ as a function of group status (intervention vs control); Δχ2(4) = 6.632, p = .173. In 
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total, these predictors explained 26% of the variance in change in depressive symptoms by 
T2. 
Improvement in depressive symptoms from T2 to T3 was greater for individuals with 
elevated T2 depression severity (b = -0.748, p < .001), but was not associated to baseline 
depression (b = 0.179, p = .122), or T1 to T2 change in body satisfaction (b = -0.780, p = 
.204), resilience (b = 1.05, p = .264), self-esteem (b = -1.91, p = .145), or social support (b = -
0.20, p = .411). In total, these variables accounted for 50% of the variance in change in 
depressive symptoms from T2 to T3. 
Table 2.1  
Means for Depressive Symptoms and Change Agents Across Baseline, Post-Intervention, and 
Follow-Up. 
  
Intervention  
 
Control 
 
 M SD  M SD  
 
Depression 
 
 
  
 
T1 
T2 
T3 
 
 
7.76 
8.11 
5.39 
 
 
7.14 
7.43 
5.70 
  
 
6.14 
5.61 
 
 
5.66 
6.04 
 
Resilience       
T1 5.26 .99  5.31 1.16  
T2 5.48 1.04  5.44 1.04  
T3 
 
5.54 .87     
Body Satisfaction 
  
      
T1 3.41 1.08  3.44 1.08  
T2 3.49 1.13  3.50 1.00  
T3 
 
3.55 .11     
Social Support 
 
      
T1 6.55 1.36  6.62 1.38  
T2 6.45 .10  6.53 1.41  
T3 
 
6.46 1.45     
Self-esteem 
 
      
T1 2.97 .54  3.02 .58  
T2 3.10 .57  3.05 .58  
T3 3.11 .54     
Notes. M = mean; SD = standard deviation.  
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Intervention Effects From a Categorical Variable Perspective 
Further analysis was conducted in order to determine whether the proportion of 
individuals who experienced substantial change (operationalised as 1 SD change) was greater 
in the intervention than the control group. In the control condition, 103 individuals (87%) 
showed no change in levels of depressive symptoms at post-intervention, six (5%) reported 
higher levels of depressive symptoms, and nine (8%) showed a reduction in depressive 
symptoms. In the intervention condition, 83 individuals (62%) showed no change to 
depressive symptoms, whereas 30 individuals (22%) recorded an increase in depressive 
symptoms, and 21 individuals (16%) reported a reduction in depressive symptoms at post-
intervention. Chi-square analysis was conducted and revealed response rates differed 
significantly based on condition; χ2(df = 2) = 22.02, p <.001, Cramer’s V = .30.  
Of the 21 participants in the intervention who improved by 1 SD or more at post-
intervention, four (19%) dropped out by follow-up, three (14%) declined by at least 1 SD, 11 
(52%) remained stable, and a further two (10%) improved by an additional 1 SD or more at 
the 3-month follow-up. Among participants who remained stable from T1 to T2 (n = 43 with 
data for T1, T2 andT3), the majority remained stable from T2 to T3 (n = 36, 84%), three 
(7%) declined by at least 1 SD, and four (9%) improved by at least 1 SD. For those who 
worsened from T1 to T2 (n = 18 with data for T1, T2 and T3), four (22%) remained stable 
from T2 to T3, and the remainder 14 (78%) improved by at least 1 SD. Thus, the bulk of 
participants who improved from T2 to T3 had negative or negligible effects from T1 to T2. 
Table 2.2 provides descriptive data outlining the correspondence between one 
standard deviation improvement in depression symptoms and one standard improvement in 
each change agent at post-intervention and follow-up.  While individuals who maintained a 
stable level of depressive symptoms from baseline to post-intervention and from post-
intervention to 3-month follow-up tended to also exhibit stability in the change agents, 1 SD 
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improvement in depressive symptoms was less consistently associated with 1 SD 
improvement in these change agents.  
Table 2.2 
Correspondence Between Improvement in Depressive Symptoms and Improvement in Change 
Agents.  
 Change in depressive symptoms at post 
intervention (n = 134) 
Change in depressive symptoms at three month 
follow-up (n = 78) 
 Stable (n = 113) ≥ 1 SD improvement 
(n = 21) 
Stable (n = 62) ≥ 1 SD improvement (n 
= 16) 
Self-esteem     
     Stable 98 (73%) 18 (13%) 62 (79%) 10 (13%) 
     Improved 15 (11%) 3 (2%) 0 (0%) 6 (8%) 
Resilience     
      Stable  100 (75%)  17 (13%) 49 (63%) 11 (14%) 
      Improved 13 (10%) 4 (3%)  13 (17%) 5 (6%) 
Body Satisfaction     
      Stable 104 (78%) 18 (13%) 57 (73%) 14 (18%) 
      Improved 9 (7%)  3 (2%)  5 (6%) 2 (3%) 
Social support      
      Stable 106 (79%) 16 (12%) 45 (58%) 7 (9%) 
      Improved 7 (5%) 5 (4%)  17 (22%) 9 (12%)  
 
Logistic regression analyses were conducted to determine which variable(s) predicted 
substantial improvement in depressive symptoms (operationalised as at least one standard 
deviation improvement in depressive symptoms) among individuals in the treatment group at 
post-intervention and follow-up (see Table 2.3). Post-intervention (T2) improvement in 
depressive symptoms was significantly predicted by greater levels of depressive symptoms at 
baseline (T1; b = .34, p < .001, OR = 1.40), as was a reduction in self-esteem (T1: b = -2.65, 
p = .045, OR = .07). In combination, these accounted for 45% of the variability in change in 
depression symptoms.  
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Change in depressive symptoms from post-intervention (T2) to follow-up (T3) was 
not reliably predicted by any of the predictor variables. In combination, these predictors 
accounted for 5% of the variability in change in depressive symptoms.  
Table 2.3 
Output for Logistic Regression Models at Post-intervention and Follow-up for the 
Intervention Group Exclusively. 
 Post-intervention (T2; n = 134) Follow-up (T3; n = 78) 
 b SE OR B SE OR 
Dep baseline 0.34*** 0.07 1.40 0.06 0.06 1.07 
DepT1-T2 n/a n/a n/a -1.66 1.20 .19 
EsteemT1-T2 -2.65* 1.32 .07 .16 .81 1.18 
ResilienceT1-T2 0.32 0.96 1.38 -0.98 1.15 .38 
BodySatT1-T2 1.14 1.18 3.14 .72 .98 2.06 
SupportT1-T2 1.39 1.00 4.00 -0.09 1.26 .91 
Notes. *p<.05, **p<.01, ***p<.001; b = unstandardized coefficient, SE = standard error; OR = odds ratio. T1 to 
T2 change scores are modelled such that positive scores reflect improvement in symptoms baseline (T1) to post-
intervention (T2). The dependent variable is change in depressive symptoms (from T1 to T2 for post-
intervention model, and T2 to T3 for follow-up model). 
 
Discussion 
The aim of this empirical chapter was to illustrate use of a comprehensive evaluation 
framework for testing efficacy of a universal school-based intervention designed to prevent 
depressive symptoms in adolescence by considering (1) the impact of continuous versus 
categorical approaches to outcome measurement, (2) time course for improvement, and (3) 
whether change in change agent variables coincided with - and preceded - improvement in 
the primary outcome variable (depressive symptoms), as well as whether the intervention was 
more effective for those with elevated levels of baseline depressive symptoms.  
When evaluated based on change along a continuum, current findings do not provide 
support for the intervention immediately following the conclusion of the intervention. Those 
in the intervention group showed a small increase in depressive symptoms, whereas those in 
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the control group showed a modest decrease in symptoms over this timeframe. The difference 
in trajectories was not significant. It should be noted, however, that the increase in depressive 
symptoms, for those in the intervention condition, not only disappeared but continued to 
decline below baseline symptom levels by the three month follow-up assessment point. 
Similarly, group differences in improvements for the proposed change agents were also non-
significant. None of the change agents significantly improved by post-intervention (T2). 
However, change (from T1 to T2) in all of the change agents (with the exception of 
resilience) uniquely contributed to prediction of change in depressive symptoms at post-
intervention. Individuals with higher levels of depressive symptoms at post-intervention (T2) 
showed the greatest improvement at follow-up (T3). Despite this, change in depressive 
symptoms from post-intervention to follow-up was not reliably predicted by T1 to T2 change 
in any of the change agent variables.  
Given that the variance accounted for by these variables was considerable, and the 
possibility that the individuals experienced improvement across several of these change 
agents, the significant results for these change agents as predictors may at first appear to be 
strong in predictive value. However, the lack of group differences (intervention vs control) 
for improvement in these change agents and depressive symptoms suggests that these 
changes may have been negligible overall and caution should be exercised in interpreting 
these relationships. Finally, treatment effects were greatest for individuals with more severe 
depressive symptoms at baseline, suggesting that the intervention may potentially be better 
suited to a targeted rather than universal intervention (cf. Araya et al., 2013), and may not be 
as effective for individuals with mild to moderate depressive symptoms. These weak effects 
may in part be attributed to positive treatment effects for those with probable cases of 
depression (approximately 30% in the present sample) being masked at the group-level by 
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the proportion of individuals with low levels of depressive symptoms at baseline, but it is 
difficult to ascertain from these continuous, group-level results alone.  
Results from categorical analyses largely support conclusions derived from the 
continuous perspective and provide further insights into the issue of for whom treatment 
effects were greatest. When efficacy was operationalised as proportion of participants who 
changed substantially, the majority of participants (for both groups) remained stable between 
T1 and T2, although the intervention group showed greater proportions than the control 
group of individuals who improved and deteriorated, consistent with the weak effects found 
at the group level with continuous data.  In contrast to the continuous data, however, the 
change agents, with the exception of self-esteem, were not uniquely predictive of change in 
depression by T2 or T3. Curiously, the results of the categorical analyses revealed that a 
reduction in self-esteem was associated with an improvement in levels of depressive 
symptoms at post-intervention. It should be noted that, by follow-up, this effect disappeared. 
Despite the general finding that the change agents were, when measured categorically, not 
predictive of change in depressive symptoms, in combination, these change agents accounted 
for over half of the change variance in depressive symptoms at post-intervention. 
Consistent with the continuous data results, categorical analyses showed that those 
with greater severity of depression at baseline were more likely to improve by T2. Thus, 
while the categorical data would lead to the same conclusions with respect to the impact of 
intervention on the change agents and the lack of association between change in these factors 
and change in depressive symptoms, the T1 to T2 data suggest that the intervention did lead 
to a greater number of participants improving depressive symptoms than natural change in 
the control group. The concern, as identified from the categorical data, is that only 
approximately one-fifth of participants in the intervention group experienced substantial 
change, while many did not improve substantially, and a substantial number actually 
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worsened (at least initially, before returning to prior levels by T3). This variable pattern of 
change (with some improving and others declining) further supports the prior conclusion that 
this intervention may be more effective if delivered as a targeted intervention for individuals 
with elevated depressive symptoms.  
Profiling efficacy from both continuous and categorical perspectives, thus, provides a 
more complete picture of this intervention’s suitability for further roll-out. Whereas the 
continuous approach suggests that the program may be potentially beneficial for individuals 
with more severe depressive symptoms, the number of individuals who worsened is 
concerning and may dampen enthusiasm for re-using this intervention universally without 
further consideration of how to minimise negative effects experienced by some participants. 
Given that categorical analyses showed that the vast majority of individuals had small change 
(less than 1 SD improvement or decline) in depressive symptoms, we may be cautious in 
relying upon the continuous (group-level) results (e.g., of change agents predicting change in 
depressive symptoms) because the model is likely to generalise more so to individuals with 
low-level change. The categorical approach instead is amenable to using a clearly defined 
and meaningful cut-off for change in depression and is thus likely to provide context to better 
quantify efficacy of the intervention. 
Comparison of follow-up data against post-intervention effects also provided useful 
insights into treatment efficacy. As with the present findings (where substantial 
improvements were not observed in some individuals until the three month follow-up 
assessment point), it is not uncommon within the context of school-based interventions to 
observe slow symptom improvement (e.g., Pössel et al., 2013). Some researchers (e.g., Pössel 
et al., 2003; Quayle et al., 2001) suggest that slow improvement in symptoms may indicate 
that the techniques taught in these interventions take some time to master and/or participants 
may not have had sufficient opportunity to practice and implement these newly developed 
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skills during the intervention period. If these explanations are correct, it suggests the need to 
provide tailored treatment options that are sensitive to individual differences in symptom 
severity at baseline (or, more broadly, an individual’s need for intervention) and the rate at 
which s/he learns and masters the techniques necessary to see symptom improvement. The 
increasing popularity of eHealth platforms for intervention delivery (Poppelaars et al., 2014; 
Reinwand, Schulz, Crutzen, Kremers, & de Vries, 2015), which maintain the cost benefits of 
universal intervention and allow for flexibility in delivery of content (Poppelaars et al., 2014; 
Reinwand et al., 2015), as well as advances in intervention design (such as adaptive 
intervention strategies; Reinwand et al., 2015) that allow for individual differences in content 
and duration of intervention whilst maintaining statistical rigor for program evaluation, may 
provide avenues for addressing the slow improvement and initial decline seen in this study as 
well as previous interventions (Poppelaars et al., 2014; Reinwand et al., 2015). 
Summary and Conclusions  
The present Chapter delivers a comprehensive framework for evaluation enabling a 
more detailed picture of efficacy. The categorical approach demonstrated that the 
intervention was effective for one in five students who took part and was also able to uncover 
that a proportion of students had a deterioration in symptoms. Additionally, students with 
elevated symptoms at baseline appeared to benefit most from the intervention, suggesting 
that a one-size-fits-all approach to preventing depression may not be the most efficient 
strategy.  More broadly, the combined categorical and continuous analysis approach used in 
the present Chapter shows that conclusions derived from sole evaluation of group means for 
the target outcome may give an incomplete and possibly inaccurate picture of whether an 
intervention is successful. Similarly, inspection of improvement in putative change agents 
that are directly targeted in the intervention may also be useful for understanding: (1) whether 
the intervention worked as designed, and by association (2) confirm the mechanisms of 
67 
 
 
  
change in the outcome variable. The next Chapter extends this work by evaluating data 
collected each week during the intervention phase. It is anticipated that weekly measurement 
will provide a clearer picture of individual responsiveness as well as the timing and trajectory 
of change in the key outcome variables, thus enabling researchers to further understand how 
and for whom these programs work.   
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Chapter Three: Intervention Effects Using Additional Measurement Points  
A relatively under-utilised method for evaluating why and how an intervention works 
(or fails to work) is to increase the number of assessment points (Timmons & Preacher, 
2015), especially during the intervention period. Depression prevention programs typically 
include several modules or techniques that target a specific risk or protective factor known to 
be implicated in depression, and some of these may have a more powerful effect than others, 
meaning that benefits of therapeutic techniques presented earlier in the program may dissolve 
by post-intervention. Another possibility is that participants may initially show deterioration 
in symptoms, such that what is observed by post-intervention is actually a return to earlier 
levels of symptoms, and possible upward trajectory of improvement. This scenario would 
suggest two things: (1) the possibility of adverse reactions early that may warrant 
modification to the program, and (2) an upward trajectory that may continue after the post-
intervention. Problems such as these may mean that important intervention effects are 
overlooked by the reliance on the implementing of standard pre-post and follow-up 
assessment points. 
The inclusion of additional assessment points during or after an intervention period 
may provide researchers the opportunity to gain a more comprehensive understanding of the 
effect of an intervention on key outcome variables (Timmons, & Preacher, 2015). The 
volume of added assessments may be viewed as existing along a continuum of frequency 
from low (e.g., weekly reports) to high (daily or multiple times per day data capture, as per 
Ecological Momentary Assessment; EMA). This continuum may also be viewed as reflecting 
level of participant burden. Weekly assessment may be useful for augmenting knowledge 
obtained from simple baseline/post-intervention assessments without over-burdening 
participants. This assessment approach allows researchers to ascertain (1) the trajectory of 
change for a particular treatment program, (2) level of individual variation to a given 
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program, and (3) whether or not early improvements are predictive of post-intervention 
and/or follow-up changes. These questions will provide information that may be utilised to 
tailor a program to best meet the needs of individual participants.  
As far as can be ascertained, only two studies (Poppelaars et al. 2014; Wijnhoven et 
al., 2014) have used a repeated measurement approach to monitor depressive symptoms 
within the context of a school-based depression intervention. Weekly assessment data in 
these two studies provided further understanding of the timing of change in depressive 
symptoms during the intervention and informed researchers as to the importance of 
maintaining student motivation and engagement throughout the entire intervention period.  
Although there has been some exploration of change in depressive symptoms during 
the intervention phase seen in the studies above, there is still major potential to use weekly 
data capture to enhance our understanding of prevention programs more thoroughly. For 
example, exploration of weekly change in change agents may assist in uncovering the timing 
and mechanism of change in these interventions. Early change can also be measured in order 
to predict treatment maintenance and dropout as well as to provide researchers the ability to 
identify and provide additional attention to, or redirect, those who may display early 
deterioration in symptoms.  
The aim of the present study was to explore the usefulness of augmenting the standard 
pre-post assessment with weekly assessments. The study extends upon the two 
aforementioned intervention programs by utilising a universal sample with participants from 
both genders and with differing levels of depressive symptoms at baseline. Three change 
agent variables (resilience, self-esteem, and coping skills) were also measured on a weekly 
basis to evaluate their impact on depressive symptoms. Additional analysis techniques were 
also conducted to evaluate different aspects of the intervention, such as whether or not early 
change predicts drop or retention. In particular, the present study explored whether: 
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1) Change in depressive symptoms is best characterised as linear (i.e., stable 
change) or quadratic (e.g., initial improvement followed by plateau or 
deterioration); 
2) Change in each of the change agents is best characterised as linear (i.e., 
stable change) or quadratic (e.g., initial improvement followed by plateau or 
deterioration);  
3) The degree, and trajectory, of change in depressive symptoms and change 
agents is influenced by baseline level of depressive symptoms, condition, 
and/or the interaction between these two factors; 
4) The shape and magnitude of change during the intervention phase correlates 
with subsequent change (i.e., from post to follow-up); and 
5) Level of improvement by post-intervention can be predicted by early 
changes in depressive symptoms as ascertained by weekly ratings. 
Method 
Design Overview 
Details relating to the trait-based methodology are covered in Chapter Two. The 
following subsection includes additional details pertaining to the weekly ratings investigated 
in the present study. This additional information relates to participant numbers and 
characteristics, a description of the weekly assessment measures (as well as the introduction 
of a measure of coping not used in study one), and the procedure as well as the data analytic 
strategy for the evaluation of the weekly rating outcomes.  
Participants 
For the overall participant details included in this thesis, please refer to the participant 
section in study one. The following participant information refers to those who completed the 
weekly diaries in addition to the trait-level, baseline (T1), and post-intervention (T2) 
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questionnaires. A comparison of participants who completed the weekly diaries versus all 
participants will also be covered in this subsection. This will be conducted in order to 
ascertain whether the subgroup who completed the weekly diaries is representative of the 
complete sample of participants in the overall research study.  
Weekly diary participants. Participants were 119 eighth grade students (80 males 
and 39 females), ranging in age from 13 to 15 years (M = 13.59, SD = 0.54). A total of 61 
students were in the intervention condition, whilst 58 students were allocated to the wait-list 
control condition. No participant dropped-out of the study by post-intervention (T2). At 
follow-up, trait-level data was only collected for the intervention condition. By this 
assessment point, 30 participants dropped-out of the study and, therefore, did not provide 
follow-up data.  
The gender balance was uneven across the control (41 boys, 17 girls) and intervention 
conditions (39 boys, 22 girls), however, this difference was non-significant; χ2(df=1) = .62, p = 
.433. In addition, participant age did not significantly differ between the control group (M = 
13.64 years, SD = 0.52) and the intervention group (M = 13.54, SD = 0.56); F(1, 117) = .946, 
p = .333. 
Comparison of full sample of participants with those who also provided weekly 
data. One-hundred and nineteen individuals completed weekly measures during the 
intervention phase and contributed data subsequently used for analyses in the present study. 
This group of participants was a subgroup of the overall sample of 310 participants who 
participated in the intervention program as a whole. There was a larger proportion of males to 
females (80 males; 39 females) in the smaller subgroup compared to the participants that only 
completed trait-level measures (111 males; 80 females). This difference, however, was non-
significant; χ2(df=1) = 2.57, p =.109, Cramer’s V = .091. The subgroup who completed weekly 
ratings was slightly younger (M = 13.59 years, SD = 0.54) than the sample who only 
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completed the trait-based measures (M = 13.64, SD = 0.61), however, this difference was 
non-significant; F(1, 308) = .55, p =.459. In summary, the subgroup who completed weekly 
ratings was representative of the larger sample of individuals in the study, on the basis of age 
and gender.   
 Additional analyses were also performed in order to compare the two groups on trait-
based levels of depressive symptoms, resilience, self-esteem, and coping at baseline. The 
subgroup, who completed weekly ratings, reported significantly lower levels of depressive 
symptoms at baseline; t (1,308) = -2.01, p =.045. The two groups did not significantly differ 
on any other variables (t values ranged from -1.41 to 0.87, ps ranged from .16 to .66).  
Measures Utilised During the Intervention Phase. 
Weekly measurement of depressive symptoms. Weekly ratings of depressive 
symptoms were measured using an adapted version of the Short Mood and Feelings 
Questionnaire (Angold et al., 1995), described above in Chapter Two. While the 12-items 
remained the same, instructions were reworded so that participants reflect on their mood over 
the past week, as opposed to the past two weeks, using the same 3-point scale ‘true’ (scores 
2); ‘sometimes true’ (scores 1); or ‘not true’ (scores 0). Using Geldhof, Preacher, and 
Zyphur’s (2014) multilevel approach for estimating internal consistency, alpha was estimated 
to be .87.  
Weekly measurement of resilience. Weekly ratings of resilience were measured 
using an adapted version of the Resilience Scale (Wagnild & Young, 1993), described in 
Chapter Two. Instructions were modified by asking students to rate how much they endorsed 
each of the 10 items over the past week. Using Geldhof, Preacher, and Zyphur’s (2014) 
multilevel approach for estimating internal consistency, alpha was estimated to be .86. 
Weekly measurement of self-esteem. To assess weekly self-esteem ratings, students 
were asked to complete a modified version of the Rosenberg Self-Esteem Scale (RSES: 
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Rosenberg, 1965) described in Chapter Two. Instructions were modified by asking students 
to rate how much each statement applied to them over the past week. In a study conducted by 
Zeigler-Hill & Abraham (2006), the researchers adapted the RSES in a similar manner but 
used daily assessment points. The authors found that the Cronbach’s alpha to be very good (α 
=. 81) when averaged over the seven day period. Using Geldhof, Preacher, and Zyphur’s 
(2014) multilevel approach for estimating internal consistency, alpha was estimated to be .69.  
Weekly measurement of coping. An adapted version of Stone and Neale’s (1984) 
Daily Coping Inventory (DCI) was used to measure students’ situational coping tendencies. 
The original scale includes eight coping strategies - distraction, situation redefinition, direct 
action, catharsis, acceptance, the seeking of social support, relaxation, and religion. Since the 
original scale was developed, modifications have ensued in order to ensure the measure is 
adequately capturing the variable in question (Gunthert, Cohen, & Armeli, 1999). A number 
of past research studies (e.g., Gunthert, et al., 1999; Pottie & Ingram, 2008) have utilised 
modified versions of the DCI. The adapted version utilised by Gunthert et al. (1999) was 
utilised in the present study and includes nine coping response (i.e., distraction, direct action, 
acceptance, seeking of social support, relaxation, self-blame, wishful thinking, information 
seeking and humour).  
The original and complete version of this questionnaire requires respondents to record 
and rate daily stressful events as well as identify which coping skills they utilised. In the 
present study, students were only asked to mark how often they used each coping strategy 
over the past week (0=never, 1= rarely, 2 = sometimes, 3 = frequently and 4 = always) and 
were not required to provide qualitative information such as severity ratings, in order to 
minimise the burden on students. Ptacek et al. (1994) compared daily measurement of coping 
with retrospective reports of coping over a one week period. The authors found that 
correlations between daily (averaged across seven days) measures of coping and the 
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retrospective measures of coping ranged from between .47 to .58. Reliability estimates for 
this scale are not provided for the present study as the scale simply tallies different coping 
strategies.  
Procedure  
The procedure in the present study was near identical to the procedure in study one, 
however, participants in the present study were also asked to complete weekly assessment 
measures at the beginning of each module during the course of the program well as one week 
prior to the commencement of the program in order to obtain a baseline reading. The weekly 
questionnaire included four measures (i.e., depressive symptoms, coping, self-esteem, and 
resilience) and students were asked to respond to the questions by reflecting on the past seven 
days. Weekly diary completion took approximately five to ten minutes to complete each 
week. Those in the control condition were also asked to complete the weekly measures at the 
same time each week agreed upon by school administration staff. In order to increase weekly 
diary completion, students who completed at least four out of the seven weekly measures 
were placed into a draw to win one of twelve $30 vouchers.  
Data Analytic Strategy 
In order to evaluate the level of correspondence and predictive power of early change 
to trait-level change (i.e., baseline to post-intervention) a series of steps were taken. Baseline 
level of weekly ratings of depressive symptoms (i.e., week 0) were subtracted from each 
subsequent week (e.g., week 0 – week 1, week 0 – week 2 etc.), whereby positive scores 
reflect an improvement in depressive symptoms. For trait-level data, a similar approach was 
taken. Baseline to post-intervention change scores were also created (i.e., post-intervention 
scores subtracted from baseline levels) and then correlated with each week of the weekly 
ratings data using Pearson’s correlations.  
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Trajectory of weekly data was modelled using MLM with weekly levels of depressive 
symptom ratings regressed onto Week (W = 0, 1, …, 6) and Week2 (W2 = 0, 1, …, 36) at 
Level 1 to model linear and quadratic trends in the data: 
Yij = β0j + β1j *(week) + β2j *(week2) + eij 
The coefficients for β1j and β2j were free to vary across individuals, and therefore 
could be predicted on the basis of trait level differences in depressive symptoms and the 
change agents: 
β1j = γ00 + γ01*(trait-level depressive symptoms) + u1j 
β2j = γ00 + γ01*(trait-level depressive symptoms) + u1j 
Results 
Descriptive Statistics and Group Differences for Those Completing Weekly Diaries. 
Table 3.1 reports on the mean scores for all trait-based variables by time and 
treatment group allocation. At baseline, the intervention group reported significantly higher 
levels of depressive symptoms than the control condition; t(1,117) = -2.26, p =.026. 
Additionally, at baseline, self-esteem was higher for those in the control condition t (1,117) = 
2.18, p =.031. The control and intervention group did not significantly differ on any other 
variables (t values ranged from -1.22 to 1.13, ps ranged from .26 to .43).  
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Table 3.1  
Trait-based Means for Depressive Symptoms and Change Agents across Baseline, Post-
Intervention, and Follow-Up, Limited to Participants who Completed Weekly Diaries.  
  
Intervention (n = 61)  
 
Control (n = 58) 
 
 M SD  M SD  
 
Depression 
 
 
  
 
T1 
T2 
T3 
 
 
7.15 
7.26 
4.90 
 
 
5.66 
7.76 
5.97 
  
 
5.04 
2.78 
 
 
4.48 
3.96 
 
Resilience       
T1 5.15 1.09  5.36 .86  
T2 5.60 1.02  5.53 1.02  
T3 
 
5.50 .92     
Body Satisfaction 
  
      
T1 3.24 1.08  3.39 .96  
T2 3.44 1.18  3.54 .88  
T3 
 
3.57 1.10     
Social Support 
 
      
T1 6.77 1.20  6.48 1.34  
T2 6.50 1.33  6.60 1.29  
T3 
 
6.70 1.22     
Self-esteem 
 
      
T1 2.92 .54  3.14 .56  
 T2 3.07 .56  3.20 .50  
T3 3.06 .49     
 
Table 3.2 reports on descriptive data (i.e., mean scores) for all state-based variables 
by time (i.e., week) and treatment group allocation. As seen in Table 3.2 those in both 
conditions reported a reduction in depressive symptoms over the course of the program, 
however, the improvement was slightly greater for those in the intervention condition. 
Coping declined for participants in both groups, whereas levels of self-esteem and resilience 
remain relatively constant throughout the six week program.  
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Table 3.2 
Mean Weekly Ratings for Depressive Symptoms and Change Agents Across Each Week of the 
Intervention. 
  
Intervention (n = 61)  
 
Control (n = 58) 
 
 M SD  M SD  
 
Depression 
 
 
  
 
W0 
W1 
W2 
W3 
W4 
W5 
W6 
 
 
 
3.98 
4.48 
3.12 
3.57 
2.58 
2.13 
2.23 
 
 
4.40 
5.43 
3.97 
6.58 
4.37 
3.98 
4.45 
  
 
4.05 
4.29 
3.72 
3.79 
3.09 
2.88 
2.88 
 
 
4.43 
4.79 
4.12 
4.25 
3.89 
3.83 
3.83 
 
Coping       
W0 18.23 4.89  16.57 5.14  
W1 16.17 5.24  16.29 5.28  
W2 16.90 5.03  16.04 5.02  
W3 16.45 5.61  14.91 5.87  
W4 16.00 6.02  15.06 6.16  
W5 16.43 6.60  14.67 5.90  
W6 16.41 6.47  14.67 5.90  
Resilience        
W0 4.89 .83  4.87 .87  
W1 4.56 1.44  4.76 1.01  
W2 4.63 1.13  4.89 .85  
W3 4.54 1.28  4.75 .90  
W4 4.83 1.12  4.90 .92  
W5 4.88 1.18  4.87 .90  
W6 5.11 .95  4.87 .90  
Self-esteem       
W0 3.07 .49  3.20 .56  
W1 2.92 .58  3.16 .60  
W2 3.04 .50  3.15 .53  
W3 2.99 .63  3.16 .53  
W4 3.10 .52  3.22 .55  
W5 3.13 .54  3.23 .53  
W6 3.14 .59  3.23 .53  
 
Correlations Between Change in Weekly Variables Studied and Pre-Post Change Scores  
 Improvement in trait-level depressive symptoms from pre- to post-intervention was 
correlated with changes in weekly ratings of depressive symptoms (i.e., each week was 
compared against the baseline weekly rating). As shown in Table 3.3, for those in the 
intervention condition, early improvements in weekly ratings of depressive symptoms were 
not reliably associated with trait-level changes in depressive symptoms. Change in weekly 
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ratings at Week Two was approaching significance (p = .06), suggesting that this early 
change was a reasonable predictor of trait-level change. Conversely, weekly ratings of 
depressive symptoms were reliably associated with trait-level changes in depressive 
symptoms for those in the control condition. Early and later improvements in weekly ratings 
of depressive symptoms were predictive of improvements in baseline to post-intervention 
change in depressive symptoms. It should be noted that power was greater for analyses 
conducted with the control condition as compliance for completing weekly questionnaires 
was higher at each week of assessment.   
Table 3.3 
 Correlations Between Weekly Changes in Depressive Symptoms and Trait-level Change in 
Depressive Symptoms from T1 to T2.  
 Trait-level depressive symptoms (pre score - post score) 
 
Weekly changes     Intervention Control  
SMFQ W0 - W1 .01  .27**  
SMFQ W0 - W2   .30* .53****                   
SMFQ W0 - W3 .14 .75****                  
SMFQ W0 - W4 .19 .30*   
SMFQ W0 - W5 .34 .91****     
SMFQ W0 - W6 .29 .91****                   
*p < .10 ** p < .05, *** p < .01, **** p < .001. SMFQ = Short Mood and Feelings Questionnaire; W = week of 
assessment 
Multilevel Models for Depressive Symptoms 
In the first instance, a set of analyses were undertaken in order to evaluate whether the 
shape of change in weekly ratings of depressive symptoms could best be described as straight 
(i.e., no change; time variable is a non-significant predictor of weekly depressive ratings), 
quadratic (i.e., improvement/decline followed by a plateau; time squared variable is a 
significant predictor) or linear (constant decline or improvement; time variable is a 
significant predictor, and the quadratic term is non-significant). A quadratic effect was 
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modelled and evaluated. A non-significant (b = -.01, t = -.28, p =.388) effect emerged, 
meaning that a quadratic effect did not adequately describe the data. In addition, the quadratic 
effect did not differ between individuals (σ2 = 0.00, z = .06, p =.949). Modelling solely as a 
linear effect revealed an effect of week on depressive symptoms for the sample as a whole (b 
= -.29, t = -3.69, p < .001). On average, weekly rating of depressive symptoms declined by an 
average of .29 units per week, from week one onwards.  
This effect of week on depressive symptoms significantly differed across individuals 
(σ2 = .30, z = 3.05, p = .002), meaning the rate of change was greater for some individuals 
than others. Level 2 predictors were thus included to the multilevel model to seek to explain 
the individual difference in effect over time on the basis of (a) group status, (b) baseline 
symptom severity, and (c) an interaction between group and baseline symptom severity. The 
main effect for group was non-significant (b = -.01, t = -.05, p = .450), as was the main effect 
for baseline symptom severity (b = -.03, t = -1.93, p = 0.450). However, the interaction 
between group (i.e., intervention vs control) and depressive symptom severity at baseline was 
a significant predictor (b = .06, t = 1.95, p =.026). Figure 3.1 represents the weekly unit 
reduction in depressive symptoms, for each experimental condition, over the course of the 
intervention.  
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Figure 3.1. Weekly unit reduction in depressive symptoms for the control and intervention 
condition, across the seven week program.   
 
In order to further evaluate the interaction effect, post-hoc analyses were conducted 
by evaluating the impact of baseline severity on the week-depressive rating relationship for 
each group (i.e., intervention and control group) separately. For the control group, the 
average effect of week on depressive symptoms was significant (b = -.25, t = -2.06, p = .020), 
demonstrating that those in the control group had a reduction in depressive symptoms of .246 
units per week, as seen in Figure 3.1. Moreover, the effect of week on depressive ratings 
remained significant when exploring the control group alone (σ2 = .58, z = 3.73, p < .001). 
Individuals in the control condition with greater levels of depressive symptoms at baseline 
exhibited the greatest improvement over the course of the intervention (b = .09, t = 3.77, p < 
.001). That is, for every one unit increase in baseline level of depressive symptoms, weekly 
depressive symptoms decreased by.09 units more than the effect for the group overall (i.e., b 
= -.25, as stated above).   
For the intervention group, the average effect of week on depressive symptoms was 
significant (b = -.35, t = -3.23, p = < .001). The effect of week on depressive symptoms, 
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however, did not differ in strength across individuals (b = .08, t = .71, p = .240). Individuals 
in the intervention condition displayed a faster rate of improvement than those in the control 
group but this decline in depressive symptoms was similar among all individuals regardless 
of their level of depressive symptoms at baseline. (σ2 = .01, z = .48, p = .318). That is, 
individuals in the intervention condition experienced a .35 unit reduction in depressive 
symptoms per week (on a scale ranging from 0 to 26) and this estimate of change is a 
reasonable estimate for all intervention individuals, regardless of baseline level of depressive 
symptoms.  
Multilevel Models for Change Agent Variables 
   A further set of multilevel analyses were conducted in order to evaluate the shape of 
change in weekly ratings of resilience, self-esteem, and coping. Each of these models 
proceeded in three sequential steps. First, it was determined whether both linear and 
quadratic components for time significantly predicted change in the DV (e.g., resilience) for 
the sample as a whole (i.e., as a fixed effect). Second, it was determined whether these linear 
and quadratic terms significantly varied across individuals (i.e., a random effect). In the event 
that the quadratic component was non-significant as a fixed effect and the random effect for 
this term was also non-significant, a simpler model with just the linear component was used 
to capture the time-DV relationship instead. However, if the quadratic term was significant as 
a fixed effect and/or it significantly varied across individuals, then the more complex model 
with both linear and quadratic components was retained. Finally, in Step 3, Level 2 predictors 
(condition, baseline level of depressive symptoms, and the interaction between condition and 
baseline level of depressive symptoms) were included to directly predict the DV and also to 
moderate the time-DV relationships (i.e., cross-level interactions). The cross-level 
interactions were run for just the linear term in simpler models, and for both linear and 
quadratic time effects in the more complex models. 
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Resilience. With respect to resilience, for the fixed effects models, both the linear (b 
= -.10, t = -1.73 p =.044) and quadratic (b = .02, t = 1.78, p =.039) components were found to 
be significant and an adequate representation of the change in resilience over time. As seen in 
Figure 3.2, together, the linear and quadratic coefficients suggest initial decline in resilience, 
followed by upturn in later weeks of the study for the sample as a whole. Importantly, a 
significant random effect was also found for both the linear (σ2 = .14, z = 2.70, p = .007) and 
quadratic (σ2 = .00, z = 2.77, p = .006) components, meaning that individuals differed in their 
level, trajectory, and shape of change in resilience over time.  
 
Figure 3.2 Weekly unit change in resilience for the sample as a whole, across the seven week 
program. 
   
Resilience scores were reliably lower for individuals who had higher levels of 
depressive symptoms at baseline (b = -.10, t = -5.78, p < .001) but did not differ on the basis 
of condition (b = -.02, t = -.15, p = .442) or on the interaction between depressive symptoms 
at baseline and condition (b = -.05, t = 1.49, p = .069). Individual differences in the linear 
component of change in resilience were not significantly associated with condition (b = .13, t 
= 1.28, p = .102), depressive symptoms at baseline (b = .00, t = .14, p =.443), or the 
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interaction between baseline levels of depressive symptoms and condition (b = -.01, t = -.51, 
p =.305). Similarly, individual differences in the quadratic component of change in resilience 
was also not associated with condition (b = -.03, t = -1.37, p =.128), depressive symptoms at 
baseline (b = .00, t = .60, p = .276), or the interaction between baseline levels of depressive 
symptoms and condition (b = .00, t = .11, p =.458).  
Self-esteem. When both the linear (σ2 = .01, z = .86, p =.389) and quadratic (σ2 = .00, 
z = 1.07, p =.284) components were allowed to have random effects neither model was 
significant. When the quadratic component was set to fixed, however, the random effect for 
the linear component of the model was significant (σ2= -.00, z = 2.37, p =.018). Thus, the 
final model of weekly change for self-esteem included a random effect only for the linear 
component and fixed effects for both linear and quadratic components. Of these fixed effects, 
the linear effect was non-significant (b = -.03, t = -1.41, p = .080) but the quadratic term was 
significant (b = .01, t = 1.89, p = .030). As seen in Figure 3.3, together, the linear and 
quadratic coefficients suggest initial decline in self-esteem followed by upturn in later weeks 
of the study for the sample as a whole.  
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Figure 3.3. Weekly unit change in self-esteem for the sample as a whole, across the seven 
week program.   
 
As shown in Figure 3.3, self-esteem scores did not differ on the basis of depressive 
symptoms at baseline (b = .01, t = 1.43, p = .078) or condition (b = -.08, t = -1.52, p = .065). 
However, the interaction between depressive symptoms at baseline and condition was 
significant (b = -.02, t = -1.78, p = .039), meaning that, overall, those in the intervention 
condition with lower depressive symptoms at baseline tended to report lower levels of self-
esteem (ignoring week of assessment). Individual differences in the linear component of 
change in self-esteem were not significantly associated with condition (b = .01, t = .54, p 
=.297), depressive symptoms at baseline (b = .00, t = .05, p = .479), or the interaction 
between baseline levels of depressive symptoms and condition (b = -.00, t = 1.30, p =.098). 
Coping. For the fixed effects models, both the linear (b = -1.28, t = -4.32 p <.001) 
and quadratic (b = .10, t = 2.10, p =.020) models were found to be significant and an 
adequate representation of the change in coping over time. Together, the linear and quadratic 
coefficients suggest initial decline in coping followed by upturn in later weeks of the study 
(see Figure 3.4 for shape of coping by week for control and intervention groups, separately). 
A significant random effect was also found for the linear (σ2 = 4.43, z = 2.73, p = .006) 
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component but not for the quadratic (σ2 = .06, z = 1.28, p = .199) component, meaning that 
individuals differed in their level, trajectory, and shape of change in the linear aspect of 
change in coping over time.  
As shown in Figure 3.4, coping scores differed on the basis of condition (b = 2.77, t = 
2.61, p = .05) meaning that scores on coping tended to be higher for those in the intervention 
condition (ignoring week of assessment). Coping scores were not reliably predicted by 
baseline level of depressive symptom (b = .05, t = .49, p = .313) or by the interaction between 
depressive symptoms at baseline and condition (b = -.18, t = -.82, p = .207). Individual 
differences in the linear component of change in coping across weeks was significantly 
associated with condition (b = -2.23, t = -4.15, p < .001), meaning that the downward 
trajectory of change in coping over time was greater for those in the intervention condition. 
Individual difference in the linear component of change was also reliably predicted by level 
of depressive symptoms at baseline (b = .13, t = 2.39, p =.009) suggesting that the linear 
decline in coping over time was greater for those who had higher levels of depressive 
symptoms at baseline. The interaction between baseline levels of depressive symptoms and 
condition (b = -.04, t = -.33, p =.372) did not moderate the relationship between change in 
coping over time. Similarly, individual differences in the quadratic component of change in 
coping was also associated with condition (b = .26, t = 2.87, p =.002) and depressive 
symptoms at baseline (b = -.02, t = -1.70, p = .045), meaning that the stabilisation of change 
in coping over time was greater for those in the intervention condition and weaker for those 
with higher levels of depressive symptoms at baseline. The interaction between baseline 
levels of depressive symptoms and condition (b = .02, t = .91, p =.182) was not associated 
with change in coping over time. 
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Figure 3.4. Weekly unit change in coping for the control and intervention condition, across 
the seven week program.   
 
Table 3.4 provides a complete summary of b weights for the predictors of the DV and 
moderators of the time-DV relationship.  
Table 3.4 
b Weights for Predictors of the DV and Moderators of the Time-DV Relationship.  
    Resilience   Self-esteem Coping    
Effects             b       p  b p b p   
Time     -.09 .12 -.03 .06 -.18 .23 
Time²     .02 .15 .01 .03 -.04 .26 
Condition    -.02 .44 -.10 .07 2.77 .05   
Dep at baseline    -.10 .00 .01 .08 .05 .31 
Condition x dep at baseline  .05 .07 -.02 .04 -.18 .21   
Time x condition    .13 .10   .00 .48 -2.23 .00  
Time x dep at baseline   .00 .44 .01 .30 .13 .01 
Time x dep at baseline x condition   -.01 .31 .00 .10 -.04 .37 
Time² x condition     -.03 .13 N/A N/A .26 .00 
Time² x dep at baseline   .00 .28 N/A N/A -.02 .05  
Time² x dep at baseline x condition   .00 .46 N/A N/A .02 .18 
Note: Time = Linear component, Time² = Quadratic component, NA = No data as quadratic component was non-
significant.  
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Multilevel Models for Depressive Symptoms and Change Agents at Follow-up 
 A final set of multilevel analyses was conducted with those in the intervention group 
to evaluate whether the trajectory of change in each of the variables of interest from baseline 
to post-intervention was predictive of change from post-intervention to follow-up. As change 
in depressive symptoms from baseline to post-intervention was demonstrated as being a 
linear change (i.e., consistent reduction in symptoms over time), this linear effect was 
correlated with magnitude of change (i.e., amount of difference in level of change) from post-
intervention to follow-up. This association was non-significant (b = .00, t = -.02, p = .418), 
demonstrating that change from baseline to post-intervention was unrelated to change from 
post-intervention to follow-up; this finding suggests that improvements to depressive 
symptoms were contained to the intervention phase.  
Change in self-esteem from baseline to post-intervention was shown to have both 
linear and quadratic components (i.e., initial deterioration followed by subsequent 
improvement). The linear and quadratic effects were correlated with the difference in change 
in self-esteem from post-intervention to follow-up. Change in both the linear (b = .02, t = .22, 
p =.018) and quadratic (b = -.01, t = -.24, p =.012) components of the model were shown to 
be related to change between post-intervention and follow up. These findings suggest that the 
intervention continued to have positive effects on students’ self-esteem following the 
completion of the program and then stabilised prior to the follow-up assessment point.  For 
resilience, there was no correspondence between change from T1 and T2 and change from T2 
to T3 as both the linear model (b = -0.2, t = -.01, p =.111) and quadratic model (b = .00, t = 
.01, p =.101) were non-significant. Finally, change in coping from T1 to T2 was unrelated to 
change from T2 to T3 as both the linear (b = -.23, t = -1.52, p =.090) and quadratic (b = .06, t 
= 1.63, p =.063) models were non-significant. 
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Discussion 
 Traditionally, the efficacy of school-based depression prevention programs has been 
determined by evaluating pre- to post-intervention scores on targeted outcomes (e.g., Merry, 
McDowell, Wild, Bir, & Cunliffe, 2004). Such an approach neglects change that may be 
occurring during the intervention period. Tracking change during the intervention phase can 
provide potentially useful additional information, such as the timing of change (i.e., the point 
at which improvement/deterioration occurs), the trajectory of change (i.e., whether it be 
linear change, or quadratic change if improvement/deterioration plateaus), as well as 
providing greater insight into individual variability (e.g., evaluating the impact of baseline 
levels of symptoms for participants in each condition). The aim of the present empirical 
chapter was to extend upon the comprehensive evaluation framework described in detail in 
Chapter Two by including weekly measurement of the key variables throughout the seven-
week intervention phase. More specifically, the present Chapter sets out to evaluate (1) the 
shape and trajectory of change in depressive symptoms and change agents during the 
intervention period, (2) the impact of condition and baseline severity on the trajectory of 
change, (3) whether shape and magnitude of change during the intervention phase correlates 
with subsequent change (i.e., from post to follow-up), and (4) whether early change was 
predictive of change at post-intervention.  Results are discussed in this section first for the 
sample as a whole, and then with respect to tested effect modifiers (i.e., baseline severity, 
condition, and interaction between severity and group).  
Exploration of Findings for Depressive Symptoms for the Sample as a Whole 
By including additional assessment points during the intervention phase, a more 
comprehensive picture emerged as to the effect of such a program on students’ mental health 
throughout its implementation. Multilevel modelling analysis revealed that change in 
depressive symptoms over the course of the program (i.e., within the intervention period) was 
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linear in nature, meaning that for the overall sample, depressive symptoms declined steadily, 
albeit modestly, from baseline to post-intervention. The finding that change in depressive 
symptoms was linear in nature (and lacked a significant quadratic component) suggests that 
there was no time-lag before participants began to experience improvements and that there 
was no point at which the program was most effective, lost its effectiveness, or became 
counterproductive. These findings suggest that no aspects, or components, of the intervention 
were more effective or unhelpful than others. The findings of the present study are 
inconsistent with those of Winjhoven et al. (2014) and Poppelaars et al. (2014) who found a 
quadratic effect in their school-based depression programs targeting girls with elevated levels 
of depressive symptoms. 
Exploration of Findings for Change Agents for the Sample as a Whole 
As well as being the first study to examine weekly fluctuations in depressive 
symptoms in a universal cohort and including students of both genders, the present study 
extends the school-based depression prevention literature and studies which incorporate  
weekly assessment (i.e., Poppelaars et al. 2014; Winjhoven et al. 2014) by including an 
examination of key change agent variables throughout the intervention phase. Modelling 
suggested that for the overall sample, both the linear and quadratic components were 
significant and representative of the change in these change agents over time. Results 
revealed that there was an initial decline (i.e., linear component) in resilience, self-esteem, 
and coping in the early part of the intervention followed by an upturn (quadratic component) 
during the latter parts of the program.  Although not change agent variables, Poppelaars et al. 
(2014) measured the impact of variations of four interventions on controlled and autonomous 
motivation in addition to depressive symptoms on a weekly basis. Findings were inconsistent 
with the present study, whereby, the authors discovered quadratic effects for motivation in 
the overall sample, with different interventions resulting in changing levels of motivation 
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over the course of the program. Explanations for the overall sample findings in the present 
study will be discussed below as random effects and effect modifiers are explored.   
Exploration of the Shape and Trajectory of Change in Depressive Symptoms 
By exploring the trajectory of depressive symptoms across the 6-week intervention 
period, it was found that individuals differed in their responsiveness to the intervention. 
Individual response to the program was not explained by condition or baseline level of 
depressive symptoms. However, the interaction between experimental condition and baseline 
level of depressive symptomology was a significant predictor of change in depressive 
symptoms over time. This finding suggests that participants in the two conditions differed in 
their level of change in depressive symptoms over time as a function of baseline symptom 
severity. Those in the control condition, with higher levels of depressive symptoms at 
baseline, exhibited the greatest level of improvement in depressive symptoms over the course 
of the intervention. It is unclear why those in the control condition with varying levels of 
depressive symptoms at baseline displayed a different response pattern as they did not 
receive any intervention. There are several possible explanations. Firstly, this finding may 
represent a regression to the mean effect or, alternatively, it may suggest that participants 
with stronger symptoms at baseline benefited from the program in some way. For example, 
despite participation in the program being limited to completing assessment measures, 
students in the control group may have interpreted their school’s involvement in the program 
as being early signs of a commitment to addressing the mental health concerns of students, 
and this may have instilled a sense of hope and perception that their wellbeing was important. 
It is also possible that students benefited in some way from meeting weekly in order to 
complete the assessment measures. For example, they may have benefited from the additional 
attention from wellbeing staff and the researchers, or felt a sense of satisfaction from the 
knowledge that their participation was an important component of evaluating and designing 
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programs that may help others in the future. Collectively, these ‘non-specific’ factors (see 
Pössel et al., 2013) may have been more apparent and influential for students with higher 
levels of baseline symptoms- and also because these students had more capacity for 
improvement given their symptoms severity at baseline.  Finally, it should be noted that 
students in the control condition received regular weekly wellbeing classes as part of normal 
curriculum. It is possible that some students experienced mental health benefits from material 
presented during these classes. 
Contrary to expectations, those in experimental condition - regardless of their baseline 
level of depressive symptomology - had a similar pattern of decline in depressive symptoms 
during the intervention. As the overall effect of condition was non-significant, findings may 
suggest that the intervention itself may have been unsuccessful in reducing depressive 
symptoms, regardless of symptom severity. Despite not finding a significant effect for 
condition in the weekly rating comparisons, results in a study by Winjhoven et al. (2014) 
revealed that the trajectory of change was more variable (i.e., spike and falls) than observed 
in the current study and may be reflective of the intervention content. The OVK program 
implemented in the aforementioned study consists of eight sessions that directly address 
maladaptive thoughts (including self-schemas), whereas Think Health and Wellbeing 
intervention comprises six sessions and focuses on enhancing positive aspects of mental 
health. It is possible that interventions that directly target negative aspects of mental health, 
such as OVK, have the potential to both invoke more negative feelings and thoughts as well 
fostering greater levels of improvement as reflected by the fluctuating levels of depressive 
symptoms in the study by Winjhoven et al. (2014).  
The difference in trajectories between the present study and the study by Winjhoven 
et al. (2014) may also be explained by the samples utilised in each study. Whereas 
Winjhoven et al. (2014) included a targeted sample, the present study comprised all students 
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in a cohort regardless of symptom severity. Participants with fewer depressive symptoms 
have less room to fluctuate (i.e., particularly improve), therefore, weaker effects would be 
expected. The non-significant state-based outcomes found in the present study may also be 
reflective of the broader school-based depression prevention literature that has demonstrated 
that targeted approaches generally yield stronger trait-level effects compared to universal 
programs (e.g., Calear & Christensen, 2010; Merry et al., 2011; Neil & Christensen, 2007).  
In another recent school-based depression prevention study conducted by Tak and 
colleagues (2015), researchers implemented the OVK program with a universal sample and 
also found that baseline level of depressive symptoms did not moderate intervention effects. 
The authors questioned the program’s universal delivery approach, noting that students with 
greater symptom severity may feel invalidated and ‘different’ to others in the classroom. 
They also noted that for those with higher baseline symptoms, targeted approaches offer a 
more conducive atmosphere where students can share stories and feel a sense that they are 
not alone. The authors point to the stronger effect found in the targeted study by Winjhoven 
et al. (2014) as support for their claim. Prior depression prevention studies (e.g., Horowitz et 
al., 2007; Spence et al., 2003), however, have demonstrated that those with higher levels of 
baseline symptoms can benefit most from universal studies. 
Present results revealed that the trajectory of change in depressive symptoms from 
baseline to post-intervention was unrelated to the change from post-intervention to follow-up. 
The lack of correspondence in change may be attributable to the non-significant findings 
uncovered between baseline and post-intervention. As change during this period was 
minimal, and most likely not due to the intervention itself, it is not surprising that change 
during that period was unrelated to subsequent change. An alternate explanation is that any 
improvements in depressive symptoms were contained to the intervention period itself. These 
finding suggests that future researchers may choose to consider increasing the ‘dosage’ (i.e., 
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increase sessions or increase the length of session) during the intervention period or including 
booster sessions after the conclusion of a program to encourage and enhance continued 
improvement beyond the intervention period.  
Exploration of the Shape and Trajectory of Change in Change Agents  
With respect to resilience, those with higher levels of depressive symptoms at 
baseline reported lower levels of resilience during the intervention period. Individuals’ 
resiliency ratings differed in trajectory over time, however, these differences in trajectory 
were not explained by group membership, baseline level of depressive symptoms, or the 
interaction between the two. Weekly measurement of resiliency demonstrated that there was 
little fluctuation in this variable over time. The findings suggest that the intervention may 
have lacked the potency to result in meaningful change to students’ levels of resiliency. 
Alternatively, the findings may reflect the structure of the intervention - the module relating 
to resilience was presented in the final week and, therefore, any improvement to student’s 
resiliency may not be realised until subsequent weeks. Change in resilience from T1 to T2 
was unrelated to change from T2 to T3, however, suggesting that the timing of measurement 
points was not masking any improvements in resilience. To date, no other school-based 
depression prevention program has reported on levels of resilience, therefore, it is not 
possible to make comparisons with the present study. 
Overall, the intervention program had little impact on weekly ratings of self-esteem 
throughout the intervention. Students in the intervention condition with higher levels of 
depressive symptoms reported lower levels of self-esteem over the course of the intervention. 
This finding is not surprising given the relationship between low self-esteem and depression 
(Hammen, 2005). Levels of self-esteem increased modestly over the course of the program 
but did not differ on the basis of condition, baseline levels of depressive symptoms, or the 
interaction of these moderators. Weekly fluctuations in self-esteem were minimal, suggesting 
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that no aspects or components of the intervention resulted in meaningful changes in levels of 
self-esteem. The finding that both weekly ratings of self-esteem and weekly ratings of 
depressive symptoms did not improve is consistent with trait-level findings for self-esteem 
(i.e., that there is typically correspondence in effects; when one improves, so does the other 
and vice-versa).   
To date, six depression prevention studies have measured trait-level self-esteem in 
addition to trait-level depressive symptoms. In the three studies where depressive symptoms 
improved, all studies, with the exception of one (Cardemil, Reivich, & Seligman, 2002) 
found that levels of self-esteem also improved (McCartey, Violette, Duong, Cruz, & 
McCauley, 2013; Rivet-Duval et al., 2011). In the four studies where self-esteem did not 
improve, three studies (Harnett & Dadds, 2004; O’Kearney, Gibson, Christensen, & 
Griffiths, 2006; Quayle, Dziuraweic, Roberts, Kane, & Ebsworthy, 2001) also found no 
improvements in levels of depressive symptoms, suggesting that self-esteem is key ingredient 
to target.  
Change in self-esteem from baseline to post-intervention did not differ by condition. 
As seen in Figure 3.3, however, an upward trajectory in levels of self-esteem can be seen 
towards the end of the program (for the sample as a whole). Further analyses confirmed this 
upward trajectory and revealed that change in self-esteem during the intervention predicted 
change from post-intervention to follow-up for the intervention group. This suggests that the 
intervention had a positive ongoing impact on levels of self-esteem after the final week of the 
intervention. This is not surprising given that the module on self-esteem was described as 
being the most useful and enjoyable by students when providing qualitatively feedback to 
researchers. This may have resulted in greater levels of engagement during the self-esteem 
module and internalisation of principles taught. It should be noted that follow-up data was 
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only provided by the intervention condition, therefore, it is unclear if the same patterns would 
have emerged with the inclusion of a control condition at follow-up.  
Finally, the trajectory of coping over the 6-week period was also evaluated. Weekly 
data revealed the presence of fluctuations in coping over time (i.e., initial decline followed by 
improvement) for the overall sample. Effect modifiers and cross-level interactions were 
evaluated to explain these effects. Deterioration in coping during the first part of the 
intervention was higher for students in the intervention condition, especially for those with 
higher levels of depressive symptoms at baseline. The upturn in coping in the latter part of 
the intervention was also stronger for those in the intervention condition but not for those 
with higher levels of baseline symptoms. It is unclear why these fluctuations took place (i.e., 
initial deterioration followed by improvement) for the experimental group, however, there are 
several plausible explanations.  
Firstly, it is not uncommon in prevention research studies (e.g., Pössel et al., 2013) for 
participants in the intervention condition to show initial decline in key areas of mental health 
during the course of an intervention followed by improvement back to original levels, or 
beyond, by follow-up. It has been suggested that students may become aware of, and focus 
on, negative aspects of their lives or became attuned to unpleasant thoughts and feelings that 
they were previously unaware of (Pössel et al., 2013). It is also possible that students 
compared themselves negatively to others in their class group (e.g., that others were able to 
better cope with the ups and downs of life or that classmates employed more enjoyable or a 
wider range of ways of coping). These negative comparisons, and focus on negative aspects 
of one’s life, may also be occurring for students within the actual intervention period itself; to 
date, however, researchers have conducted assessments at pre- to post- intervention and at 
follow-up as opposed to within the intervention period. The upturn in reported levels of 
coping skills for those in the intervention condition may have emerged because students 
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experienced opportunities requiring them to implement the coping skills that they had learnt 
during the program (see Pössel et al., 2013). Such an occurrence would provide real-life 
evidence of improvements which students may have subsequently reported in the weekly 
assessment questionnaires in the latter stages of the program.  
To date, eight depression prevention programs have included a trait-based measure of 
coping. Of these eight studies, six have found significant reductions in depressive symptoms 
and, of those six, coping was only shown to improve twice. Coping, therefore, may not be an 
integral ingredient that leads to change in depression prevention programs. No study to date 
has measured change agents variables, such as coping, on a weekly basis so it is unclear 
whether this trajectory of change (i.e., initial decline follow by improvement) is a typical 
occurrence. Finally, change in coping from T1 to T2 was unrelated to change from T2 to T3. 
These findings are not surprising given that participants did not demonstrate meaningful 
change from baseline to post-intervention.  
Finally, the inclusion of weekly assessment measures provided additional information 
as to the impact of the intervention on levels of depressive symptoms across the course of the 
program. Findings revealed that there was some evidence to suggest that initial change (i.e., 
Week Two) was associated with trait-level change at post-intervention. There is not enough 
evidence, however, to suggest that the findings are consistent with the opinion that early 
change is a key factor influencing end-stage treatment outcomes (see Mendlewicz, 2010). 
Future researchers may wish to consider efforts to ensure that the intervention structure 
promotes early treatment response in order to bolster engagement, motivation, and minimise 
treatment drop-out (see Barge-Schaapveld & Nicolson, 2002). 
Summary and Conclusions  
 While the overall results of the present research study suggest that the intervention 
was not successful, the novel design and analytic approach allowed for a more fine-grained 
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analysis of efficacy. Participants in both conditions experienced a reduction in depressive 
symptoms that were linear in nature. These effects were non-significant, however The 
intervention also had little impact on the change agents, however, weekly data demonstrated 
that these variables had a more variable trajectory (than seen in depressive symptoms) as both 
linear and quadratic components were found to collectively represent change over time. The 
findings suggest that a more ‘potent’ intervention may be required to enhance protective 
factors (e.g., self-esteem, resilience, and coping) in order to reduce levels of depressive 
symptoms. The next section summarises the results of the two empirical chapters within the 
context of findings of past research. Limitations, clinical and theoretical implications, and 
recommendations for future research are also discussed. 
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Chapter Four: General Discussion 
With the increasing awareness of the prevalence and deleterious effects associated 
with depression, as well as the acknowledgement that symptoms can be difficult to treat the 
longer they are left untreated, there has been an expansion in efforts to prevent new cases of 
the disorder (Hetrick et al., 2015; Merry et al., 2011). Schools have been seen as an ideal 
setting to implement prevention efforts as they provide access to large numbers of young 
people (Corrieri et al., 2013) and also because adolescence is a period of escalating 
prevalence and onset of depression (Feehan, McGee, & Williams, 1993). Recent reviews 
investigating the efficacy of these programs have demonstrated preventative and treatment 
effects. Effect sizes, however, have varied considerably across trials, with targeted studies 
generally yielding stronger effects (Merry et al., 2011). Thus far, explaining the heterogeneity 
in effects and pinpointing factors consistently associated with positive outcomes has been a 
complicated task. In addition, there has been considerable variability in the manner in which 
programs have been designed and evaluated which has added to the complexity (Araya et al., 
2013).  
The present thesis sought to add to the adolescent depression prevention literature by 
implementing a universal 6-week CBT-based intervention. While the content of the 
intervention does not deviate markedly from content in prior interventions, the study extends 
the current literature by outlining and implementing a comprehensive design and data 
analytic framework aimed at answering key questions relating to program efficacy. More 
specifically, the present thesis explored: 
a) The effectiveness of a universal prevention program for reducing depressive 
symptoms; 
b) Whether the data analytic approach for establishing efficacy impacted on 
conclusions drawn; 
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c) Whether baseline levels of depressive symptoms impacted on outcome;  
d) The program’s ability to enhance key change agent variables known to be 
implicated in depression, and whether there was a corresponding reduction in 
depressive symptoms as a result; and 
e) Whether measuring depressive symptoms and change agents during the 
intervention phase provided additional understanding of the impact of prevention 
programs.  
This final chapter summarises the findings from the aforementioned intervention, with 
an emphasis on comparing and contrasting these findings with past research in the school-
based adolescent depression prevention field. Also included in this section is a discussion 
about how these findings expand our understanding of the mechanisms by which these 
prevention programs work, as well as recommendations as to how they may be designed, 
implemented, and analysed in the future to maximise the benefit they provide to young 
people. Findings are broken down into sections based on the first four questions above. 
Findings from the final question (i.e., relating to weekly data capture) are included 
throughout in order to provide further insight into program efficacy.  
Was the Intervention Effective for Reducing Depressive Symptoms?  
 When viewed collectively, present findings do not provide support for efficacy of the 
intervention for alleviating depressive symptoms of participants. Group means changed 
minimally for the intervention and control groups from baseline to post-intervention and 
follow-up, and in fact the intervention group showed (albeit non-significant) worsening 
symptoms from baseline to post-intervention. When viewed from a categorical perspective 
(by evaluating proportion of individuals who improved or declined by at least 1 SD), findings 
reinforced that the majority of participants failed to substantially change symptom levels as a 
result of participating in the study.  
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It was found, however, that: (i) a greater proportion of students improved compared to 
those in the control condition (16% vs 8%), yet (ii) over one-fifth (22%) of students in the 
intervention group actually deteriorated by one standard deviation, compared with 5% in the 
control group. Weekly findings revealed that those in the intervention condition demonstrated 
greater reductions in depressive symptoms over the course of the program relative to those in 
the control condition; however, this difference was trivial and non-significant.  
The non-significant post-intervention findings observed for the present study are not 
uncommon in the universal adolescent depression prevention literature (see Araya et al., 
2013; Sawyer et al., 2010; Tak et al., 2015), which, although remarkably heterogeneous, has 
found the average post-intervention effect size to be small at best (Merry et al., 2011). Initial 
deterioration followed by subsequent improvement has also been observed in the literature 
(e.g., Pössel et al., 2013). Some researchers have hypothesised that students may become 
aware of negative aspects of their lives or focus on unpleasant thoughts and feelings that they 
were not previously attuned to (Pössel et al., 2013). Subsequent improvement may then 
follow as with time, students begin to master the skills and techniques that have been taught 
as well as being presented with opportunities to implement these skills (e.g., Pössel et al., 
2003; Quayle et al., 2001). Indeed, such an explanation is consistent with present findings. 
From a continuous perspective, students in the intervention condition experienced a 
reduction in depressive symptoms from baseline to follow-up; however, no control data were 
collected for comparison at this time point. Categorical results were consistent with this, in 
that the majority of students who improved (from T1 to T2) and remained in the study, 
maintained their improvements, and 78% of students who reported a deterioration at post-
intervention improved by one standard deviation and thus returned to - if not improved upon - 
their baseline level of symptoms. 
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The reasons for differences in results at the trait- and weekly-level are unclear. One 
point of difference is that the two approaches measured depressive symptoms along different 
timelines (i.e., weekly versus fortnightly). This may have had the effect of increasing 
sensitivity to change by exploring on a weekly basis, but may also be more susceptible to 
detecting minor changes from week to week that have limited clinical importance. 
Conversely, extending the recall of symptoms to the past fortnight places greater strain on 
participants’ abilities to recall symptoms over that lengthier period of time, which may 
produce effects that reflect recent events (e.g., recency effects). Second, students completed 
weekly assessments immediately prior to commencement of each module, therefore, the 
modest positive effects uncovered by the weekly ratings may reflect transient mood 
improvements associated with ‘non-specific’ effects of participation in the program (e.g., 
positive group climate as well as attention, support, and encouragement provided by 
facilitators) as opposed to stable and pervasive improvements to severity of depressive 
symptoms. Those in the control condition also reported reductions in weekly ratings of 
depressive symptoms (albeit slightly weaker in magnitude), which supports the latter point 
regarding ‘non-specific’ effects of participation in a research program. A similar pattern of 
results (i.e., stronger weekly improvements compared to the trait-level finding) was found in 
a study by Winjhoven and colleagues (2014), who are among the few researchers to measure 
depressive symptoms weekly as well as at traditional time points.  
Observed differences between the categorical and continuous-level results may be 
explained in terms of the different points of emphasis in each approach. Whereas the 
continuous approach seeks to evaluate average group-level differences, the categorical 
approach quantifies the proportion of individuals who achieve change that exceeds a pre-
specified cut-off. As such, the former approach is group-focused, and insensitive to 
individual differences within groups, whereas the latter approach is individual-focused, and 
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provides greater context for understanding trajectories of change within these groups. For 
instance, although Raes and colleagues (2014) showed a small effect size (d = .32) when 
comparing group means, a large proportion of intervention participants (62%) improved by at 
least 1 SD compared to 36% who improved in the control group.  
Findings are most likely to differ between the two approaches (continuous and 
categorical) when there is considerable heterogeneity in individual effects (i.e., a similar 
proportion of students improve and deteriorate) as seen in the present study. Findings may 
also differ depending on how the categorical approach is defined. The drawback to a 
categorical approach - particularly if using a 1 or 2 SD cut-off - is that groupings are 
dependent on baseline variability in depressive symptoms, such that higher proportions of 
‘substantial improvement’ cases may be expected in studies where the absolute value for 1 
SD is lower than another study. Reliance upon meaningful cut-offs (e.g., an agreed upon 
difference in scores that corresponds with clinically significant change) that could be applied 
across studies could obviate this risk, but require further development in the field as, to our 
knowledge, no such prescriptions presently exist. It is thus recommended that researchers: (a) 
use a meaningful method for evaluating efficacy, such as one standard deviation in 
magnitude; (b) include data regarding proportion of those who improved as well as those who 
deteriorated; (c) include all students in the analysis as opposed to subgroups within the 
sample; and (d) measure outcomes at standard time points, such as post-intervention and 3-
month follow-up.  
Being aware that variability in responsiveness to an intervention exists is critical as it 
allows researchers to investigate potential explanations. Variability in efficacy in the present 
study - as shown from the categorical perspective - hints at the presence of potential effect 
modifiers for the intervention. The next section will include a detailed discussion of the 
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impact of baseline level of depressive symptoms in order to evaluate if this moderating factor 
provides further answers as to the efficacy of school-based prevention programs.  
What Impact did Baseline Level of Depressive Symptoms Have on the Findings?  
 Investigating moderators that predict magnitude of intervention effects can assist 
researchers to pinpoint participant, intervention, and design characteristics most associated 
with stronger effects (Horowitz & Garber, 2006; Stice et al., 2009; Sutton, 2007). A dearth of 
research exists, however, regarding the moderators of universal depression prevention 
programs, such as the impact of baseline symptomology (Spence et al., 2014). In the present 
study, at the trait-level, both the continuous and categorical methods for evaluating efficacy 
demonstrated moderation effects for baseline level of symptoms on outcome in that those 
with greater initial symptom severity experienced the greatest reduction in depressive 
symptoms at post-intervention and follow-up. Weekly ratings, however, were not consistent.  
Students in the intervention condition - regardless of symptom severity - displayed a similar 
rate of change over the course of the program.  
 The inconsistency between trait-level and weekly findings may be due to subgroup 
and measurement factors. First, the subgroup of students who provided weekly data were not 
entirely representative of the overall sample - students who also completed weekly data 
reported significantly lower trait-levels of depressive symptoms at baseline than those who 
did not participate in the weekly diary data phase (see Table 2.1), suggesting that students in 
this subgroup were functioning better than the overall sample (i.e., minimising the likelihood 
of variable responsiveness). Second, power was much greater for the trait level analyses 
whereby over 300 students provided data compared with 119 students (across both 
conditions) for the weekly data collection. In addition, weekly response rates were 
consistently lower for those in the intervention condition resulting in weaker sensitivity to 
detect effects. Such effects may account for differences between weekly and trait level data 
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and suggest that greater confidence should be placed in the representativeness of the trait 
level data.  
More broadly, findings from the several studies that have tested moderating effects 
have yielded inconsistent results, with one finding greater effects for those with greater 
baseline symptom severity (Horowitz & Garber, 2007) and two other studies failing to find a 
difference based on baseline severity (Araya et al., 2013; Tak et al., 2015). Although not a 
formal test of moderation, other studies have also demonstrated differential effects in 
subgroups (e.g., Cardemil et al., 2002; Pössel et al., 2004; Spence et al., 2003), again 
differing in direction from study to study. It is argued that the inconsistent findings with 
respect to baseline symptom severity indicate the joint effects of sample and treatment for 
predicting efficacy. It is speculated that interventions that are mild are less likely to show 
benefit for samples of at-risk or extreme symptom individuals, but may be entirely 
appropriate for use as a universal program, or for those with low level symptoms. In contrast, 
more extreme treatments may only see benefit for those with severe symptomatology – and 
may actually lead to worsened symptoms among those with less extreme symptoms at 
baseline. Within the context of the present study, findings suggest that the present 
intervention may be better suited as a targeted intervention for those at-risk or already 
symptomatic than for individuals with low symptom severity. 
How Effective was the Intervention at Enhancing Key Change Agent Variables?  
The intervention’s inability to reduce depressive symptoms may be because the 
program was unable to enhance the change agent variables. Findings revealed that none of 
the proposed change agents (self-esteem, resilience, body satisfaction, coping, and perceived 
social support) significantly improved by post-intervention. Moreover, the proportion of 
students who experienced substantial improvement (one standard deviation in magnitude) at 
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post-intervention was minimal for self-esteem (13%), resilience (13%), body satisfaction 
(9%), and perceived social support (9%).  
Magnitude of improvement in depressive symptoms was not predicted by any change 
agents when compared across conditions. When evaluated collectively, the change agents 
predicted 26% of the variance in change in depressive symptoms by post-intervention; due to 
the weak group-level differences, however, these results should be interpreted with caution. 
In addition, there was very little correspondence between substantial change in each change 
agent and substantial change in depressive symptoms and logistic regression analysis 
revealed that none of the change agent variables uniquely predicted change in depressive 
symptoms by post-intervention. Moreover, improvement in depressive symptoms from T2 to 
T3 was not reliably predicted by any of the change agent variables from a continuous or 
categorical perspective.  
Findings from the weekly data revealed that all change agents (i.e., resilience, self-
esteem, and coping) measured weekly declined modestly in the first half of the intervention 
and then returned to, or slightly exceeded, baseline levels by post-intervention. Weekly 
measurement enabled more fine-grained analysis in order to understand the impact of the 
intervention on the trajectory of change in the change agents for individuals on the basis of 
effect modifiers (i.e., baseline severity of depressive symptoms, condition, and interaction 
between severity and group). With respect to resilience and self-esteem, individuals differed 
in their trajectory of change, however, no effect modifiers were associated with the quadratic 
(decline) or linear (upturn) components of change. For coping, weekly data demonstrated that 
students in the intervention condition, particularly those with greater levels of depressive 
symptoms, displayed steeper deterioration in levels of coping followed by steeper 
improvements back to baseline levels when compared with those in the control condition. It 
is not uncommon in prevention programs for variables to deteriorate before improving (see 
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Pössel et al., 2013). It is possible that students with greater depressive symptoms became 
aware of their lack of coping skills in the early part of the program, however, over time, they 
may have been presented with opportunities to implement new options they had learnt. 
Consistency with Past Research. A limited number of previous prevention programs 
have succeeded in enhancing change agent variables whereas many have not. To date, six 
studies have evaluated self-esteem along with depressive symptoms and a consistent 
association has emerged - when there is an improvement in self-esteem there is often a 
reduction in depressive symptoms and vice-versa (e.g., see McCarty et al., 2013; Rivet-Duval 
et al., 2011; Quayle et al., 2001). Thus, the lack of improvement in depressive symptoms in 
the present study is not surprising given the intervention was unable to improve students’ 
levels of self-esteem. With respect to social support, 17 trials (across 11 studies) have 
measured some aspect of social functioning (e.g., social skills, loneliness, social networks) 
with all but one (McCarty et al., 2013) yielding non-significant results. Six of these trials, 
however, still managed to demonstrate improvement in depressive symptoms, suggesting that 
social functioning may not be a key change agent, despite our knowledge that a lack of social 
support and poor interpersonal functioning are associated with depression (Hammen, 2005).  
The present study is the first school-based depression prevention program to directly 
target body image and resilience. Body image was selected as a variable of interest as poor 
body image is a risk factor for the development of depressive symptoms in both girls and 
boys (see Holsen, Kraft, & Røysamb, 2001; Stice et al., 2000) whereas resilience can be a 
protective mechanism in the face of adversity (Gladstone et al., 2011). Inconsistences 
between studies point to potential differences in study samples as well as design related 
differences (e.g., content, dosage). 
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Improving the present intervention 
The minimal and often non-significant findings for depressive symptoms and change 
agents found in the present study suggest potential need for improvement in content and/or 
targeting of sample. This subsection pieces together evidence from the current study to 
identify areas for improvement. 
Poor targeting rather than poor choice of change agents. Present findings suggest 
that the sample, rather than the choice of change agents, may account for limited efficacy of 
the intervention. Prior evidence shows clearly that a lack of social support, ineffective 
coping, low self-esteem, body image dissatisfaction, and low levels of resiliency are 
predictive of depressive symptom severity (e.g., Garber, 2006; Gladstone et al., 2011; Holsen 
et al., 2001; Thapar et al., 2012). In contrast, many of the participants in the present study 
appeared to have healthy levels of these variables at baseline. Students’ mean scores on each 
measure were compared against normative data and individual scores were compared against 
the scale’s midpoint as this represents ‘neutral’ responding (which implies neither a negative 
nor a positive response suggesting that improvement could be reasonably expected), in order 
to determine if the null effects could be explained by the sample’s pre-intervention 
functioning. As seen in Table 4.1, students scored either at or above normative levels for self-
esteem and perceived social support (Isomaa et al., 2013; Zimet et al., 1998). Only a small 
proportion of students scored under the midpoint for these two measures, suggesting that 
these areas were already well developed. Normative data were unavailable for resilience, 
however, a substantial proportion of students (87%) scored in excess of the midpoint. 
Genders were separated for body satisfaction as levels have been shown to vary across 
genders (Fuller-Tyszkiewicz et al., 2012). Both genders scored slightly under normative 
levels and a reasonable proportion of girls (51%) and of boys (31%) scored below the 
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midpoint indicating that a portion of students were in a position to improve with appropriate 
intervention.  
Table 4.1 
Scale Information Related to Each Change Agent Variable.  
 Scale 
Range 
Baseline 
Meanª 
Normative 
Data 
Scale 
Midpoint 
% Students 
≤ Midpoint 
 
Self-esteem2 1-4 2.97 2.97 2.5 21%  
Body-image 
    Boys 
    Girls 
 
1-5 
1-5 
 
3.67 
2.96 
 
3.70 
3.05 
 
3 
3 
 
31% 
51% 
 
Resilience 1-7 5.26 NA 4 13%  
Social support3 1.2-8.4 6.55 5.80 4.8 9%  
NA = No data available. ª = Intervention group only.  
Considering that the sample used in the present study presented with ‘healthy’ levels 
of each change agent (with the slight exception of body image), the null effects are not 
surprising and may represent a ‘floor effect’ which has been observed in a number of studies 
(see Araya et al., 2013; Pössel et al., 2004; Quayle et al., 2001) whereby students presented 
with minimal symptoms at baseline and, thus, had a diminished capacity to improve. 
Although a limited number of studies (see Chaplin et al., 2006) have observed that a change 
agent (i.e., hopelessness) has improved despite students reporting initially healthy levels, 
generally speaking, these variables have been enhanced when poorly developed at baseline 
(e.g., McCarty et al., 2013; Rive-Duval et el., 2010) compared to when within the normative 
range (e.g., Harnett & Dadds, 2004). In instances where a large proportion of participants are 
functioning well at baseline, an effect (i.e., a true preventative effect) might not  be observed 
                                                 
2 The Rosenberg Self-Esteem Scale was re-scaled to be in a similar range to the other measures, in order to 
simplify analysis in Mplus. The original range was 10-40.  
3 The Multidimensional Scale of Perceived Social Support was re-scaled to be in a similar range to the other 
measures, in order to simplify analysis in Mplus. The original range was 12-84.  
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until several months following the intervention if those in the control condition decline in 
functioning and those in intervention condition remain stable (see Horowitz & Garber, 2006).  
Intervention content and dosage. Although a review conducted by Spence and 
Shortt (2007) did not observe an obvious association between number of sessions and 
magnitude of treatment-related effects, the authors did note that it is possible that 
interventions have simply been too brief to modify the developmental pathways of young 
people. The intervention in the present study was brief in nature, including six modules 
approximately 35 minutes in length (the first 10 minutes of each module was devoted to 
completing weekly ratings).  
The Think Health and Wellbeing program included one module aimed at enhancing 
students’ self-esteem (e.g., celebrating individual differences, asking students to brainstorm 
positive aspects of one another’s personalities in small groups etc.) as well as one session on 
building positive body image (perceived physical attractiveness has been considered to be the 
most critical predictor of adolescent self-esteem) (Holsen et al., 2001). The intervention may 
have simply lacked the potency to enhance students’ levels of self-esteem. Rivet-Duval and 
colleagues (2011) implemented the 11-week Resourceful Adolescent Program (RAP) and 
were able to significantly improve students’ self-esteem. Enhancing self-esteem is a recurring 
theme in RAP and involves a number of exercises to maintain self-esteem in the face of 
adversity. Harnett & Dadds (2004) also implemented the RAP program but their sample of 
students displayed ‘healthy’ levels of self-esteem at baseline prompting the authors to note 
that a ‘floor effect’ may have contributed to the null findings.  
With respect to social support, the Think Health and Wellbeing program devoted one 
module to enhancing assertiveness and communication skills. Students were encouraged to 
support each other, which served as a tool for highlighting that support was available. The 
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intervention may have been more successful in enhancing this area of social functioning if 
more specific techniques were included; for example, placing greater emphasis on educating 
students about how to initiate help-seeking and by reminding them that various sources of 
support, such as wellbeing staff were available for help if needed.  
In light of the present findings and past research, future prevention efforts may wish 
to apply more innovative approaches to addressing social functioning. A recent study by 
Young and colleagues (2015) implemented a more dynamic approach whereby researchers 
implemented an 11 week IPT-based intervention that targeted social functioning with more 
in- depth strategies (e.g., enhancing conversation, extensive role playing, conflict resolution 
skills) as well as including an individualised component (e.g., individual sessions applying 
skills to personal circumstance and the option of a session with the student and his/her 
parents). Results revealed a reduction in depressive symptoms (at 6-month follow-up) when 
compared to an active control group who received a program comparable to CBT. It is 
possible that students found the concepts related to interpersonal functioning easier to grasp, 
less abstract, and less confronting than CBT principles, which often require the identification 
and discussion of negative thoughts and feelings. Although this type of approach appears to 
be more time-consuming and resource intensive than a typical school-based program, a 
tailored, individualised, and intensive approach may be a necessary to bring about positive 
change.  
Body image dissatisfaction is common among young people and has been 
demonstrated to be a strong risk factor in the development of depression (see Holsen et al., 
2001; Stice et al., 2000). Consistent with this, body image satisfaction was the change agent 
variable with the largest proportion of students scoring below the scale midpoint. The 
intervention directly targeted body image by including one full module focussed on 
enhancing body image satisfaction (e.g., celebrating differences, highlighting flawed 
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messages in the media etc.) with different exercises used with boys and girls. It may have 
been unrealistic, however, to expect that body image satisfaction would improve within one 
session. On the basis of the findings in the present study, future researchers may wish to 
consider routinely targeting and measuring body image satisfaction.  
The resilience module was last to be presented and the shortest in duration as students 
were also required to complete post-intervention questionnaires in the final week. As a 
consequence, there were less exercises and content (main focus was on the importance of 
positive self-talk and dealing with adversity). Future programs targeting resilience may wish 
to include additional content and/or exercises to bolster this area. Collectively, these findings 
suggest that, for a program to be successful in challenging risk and enhancing protective 
factors, students may need to be deficient in the area(s) at baseline. Furthermore, the program 
needs to target these areas effectively and provide adequate ‘dosage’. 
Intervention structure and delivery style. Universal programs (e.g., Araya et al., 
2013) often conduct programs with larger groups than targeted programs (e.g., Poppelaars et 
al., 2014; Winjhoven et al., 2014) and, as a result, student/facilitator ratios are often larger. 
Universal programs, therefore, may result in weaker outcomes as students receive less 
individualised care and attention from facilitators (e.g., less opportunity to ask for additional 
help and understanding the skills and techniques). In the present study, approximately 20-25 
students were allocated to each group, which is consistent with other unsuccessful universal 
studies (e.g., Araya et al., 2013; Sheffield et al., 2006) that conducted their programs with 
groups in excess of 20 students. Universal intervention programs (e.g., Horowitz & Garber, 
2007; Merry et al., 2004; Rivet-Duval et al., 2011) that have conducted sessions with smaller 
groups (i.e., between 8 to 16 students) have generally had more success, however, this is not 
always the case (see Harnett & Dadds, 2004; Tak et al., 2015). It makes intuitive sense that 
programs that divide students into smaller groups allows facilitators the flexibility to provide 
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more individualised care, thus should be considered in the design of future programs. On the 
other hand, if this individualised care and is partially responsible for enhanced treatment 
effects, it suggests against a pure, universal treatment approach, and the need to incorporate 
into the design ways to tailor services, eschewing a one-size-fits-all philosophy. 
Limitations 
 Findings should be interpreted with due consideration given to study limitations. 
Firstly, student engagement, participation, and knowledge acquired was not formally 
measured. Therefore, it is difficult to measure the dose-response relationship (Spence & 
Shortt, 2007). Engaging high school students is a notoriously difficult task, particularly when 
a substantial proportion are functioning well at baseline (Araya et al., 2013; Sawyer et al., 
2010) as per universal programs. Despite concerns regarding student engagement, withdrawal 
from the program was relatively low, comparable to other interventions (see Merry et al., 
2011), and not associated with any variables studied. Nineteen percent of students spread 
equally across conditions failed to provide post-intervention data. The relatively low attrition 
rate can be partially attributable to the commitment shown by the schools’ administration, 
wellbeing coordinators, and teaching staff. Poppelaars et al. (2014) demonstrated the 
importance of motivation on both short-term and long-term outcomes in their school-based 
intervention, and Tak et al. (2015) raised the importance of group climate and composition on 
level of student engagement. Issues such as low motivation, student concerns regarding 
confidentiality, and group climate may hinder preventative efforts and should be considered 
in future research.   
 Secondly, some of the measures were adapted in accordance with feedback obtained 
from qualitative interviews with schools involved in the pilot study. Consistent feedback 
from senior administration staff included concerns about uncovering and exposing students to 
negative themes, therefore, measures of coping, resilience, and body satisfaction were 
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adapted with this feedback in mind. Similar adaptations have been made in past research 
studies (see Chapter Two for a full description) and, despite these changes, scale reliabilities 
remained high across all measures in the present study.  
 Similarly, feedback from schools involved in the pilot study was also considered 
when designing intervention content and structure. The program focussed largely on 
enhancing positive aspects of mental health and, as a result, potentially useful exercises were 
omitted. For example, it may have been beneficial to include additional material that directly 
targeted dysfunctional thinking patterns (i.e., cognitive restructuring) as they are linked with 
depressed mood (Kercher & Rapee, 2009), and targeting thinking style has been used to good 
effect in prior research studies (e.g., Winjhoven et al., 2014). Despite this, the intervention 
contained numerous relevant exercises, including teaching relaxation exercises, assertiveness 
training, activities to boost self-acceptance (including body acceptance) and self-esteem, as 
well as teaching effective coping and how to engage in positive self-talk. Review studies 
have demonstrated that a program’s delivery style and capacity for engagement may be 
equally as important as the content (Calear & Christensen, 2010) and, as a result, researchers 
may wish to focus on designing innovative programs that maximise student engagement.  
Finally, despite focusing on comprehensively evaluating efficacy there were some 
design and measurement shortcomings in the present study predominately as a result of time 
and resource constraints. Firstly, follow-up data were not collected for the control condition 
so as not to withhold treatment longer than necessary (e.g., Masia-Warner et al., 2005). 
Second, the study may have been underpowered to detect meaningful change, particularly as 
the study was a prevention program (i.e., finding an effect was going to be a challenging 
given a large proportion of students were ‘healthy’ at baseline). Thirdly, common method 
variance and reporter bias are other measurement problems that are synonymous with school-
based interventions. Unfortunately, ways to overcome this (such as collecting teacher reports 
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as well as student reports) are time-consuming and expensive, and were not feasible for this 
research study. In addition, weekly data capture ceased at post-intervention, which may have 
resulted in missing key changes in variables after the conclusion of the intervention (e.g., 
trajectory of change, spikes/deterioration in depressive symptoms and change agents). 
Finally, schools were not randomly allocated to experimental conditions. To compensate, 
age-related differences were controlled for in main analyses.  
Clinical and Theoretical Implications  
 Findings of the present study highlight a number of important considerations 
regarding the prevention of adolescent depression. Results confirmed that depression is 
common among adolescents (mean age approximately 13.5 years in the present study) with 
over 30% of the sample in the current study reporting symptomology indicative of a possible 
depression diagnosis or at least sub-clinical depression. A sizeable proportion of adolescents 
also reported experiencing symptoms (e.g. poor concentration, fatigue, worthlessness) milder 
in severity but which could easily develop into a full-blown diagnosis given the right set of 
negative circumstances (e.g., stress, interpersonal difficulties, academic failures, family 
conflict, substance use, etc.) and lack of protective factors. With this in mind, intervening to 
prevent further cases of depression, and treating those already experiencing clinically 
significant symptoms, was vindicated.  
 Adolescence is a time of substantial physical, psychological, and emotional change 
and development. Prevention programs are developed from the perspective that if protective 
factors (e.g., social support, effective coping, resilience etc.) are bolstered and risk factors 
(e.g., low self-esteem, poor body image, passivity etc.) addressed, young people will be 
equipped with the necessary skills to navigate this difficult period of life and thus reduce the 
likelihood of developing disorders like depression. Unfortunately in the present study, the 
intervention may have lacked the ‘potency’ to enhance these areas. In addition, the majority 
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of the risk and protective factors that were targeted appeared inappropriate for a sizeable 
proportion of students included in the study as baseline data revealed that students presented 
within the normal or ‘healthy’ range in these areas (i.e., only a minority of students scored 
below the midpoint on each scale, with the exception of body image satisfaction for the 
female students). Universal programs typically comprise a heterogeneous group of students 
(with different needs). Determining the areas that require targeting prior to the 
commencement of a program (i.e., not having a chance to meet the cohort in question) is a 
common problem faced by researchers (i.e., programs are generally pre-developed and are 
manualised meaning they are inflexible). Until researchers devise a way to effectively target 
and enhance relevant risk and protective factors (which are likely to be different for different 
students), it is difficult to envision a time where prevention programs have a greater than 
equal chance of success compared with failure.  
A further consideration is that targeting internal factors may be insufficient to 
promote change if a young person is also experiencing environmental challenges (e.g., family 
conflict, parental psychopathology) (Merry & Spence, 2007; Spence & Shortt, 2007), or 
where there is simply a lack of family support, cohesiveness, or warmth (Gillham et al., 
2012). Young people may also model and internalise unhelpful thinking and coping styles 
displayed by their parents at home (Garber & Flynn, 2001) suggesting that these external 
factors may be important ingredients to consider targeting. Few programs, however, have 
done so, with one yielding promising results (e.g. Young, Mufson, and Gallop, 2010), 
whereas others have been less successful (see Gillham et al., 2012; Sawyer et al., 2010; 
Shochet et al., 2001). Pragmatic challenges (e.g., difficulties with parental attendance related 
to balancing family and work responsibilities and challenges that arise when a parent(s) also 
suffers from depression), however, have been confounding factors which have also deterred 
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researchers from investigating external factors more thoroughly (Merry & Spence, 2007; 
Spence & Shortt, 2007).  
There have been some promising depression prevention interventions (not conducted 
in schools) that have included parenting and/or family elements (see Beardslee et al., 1997; 
Compas et al., 2009) which are worthy of consideration. Gillham and colleagues (2012) have 
also suggested that to increase adherence and participation in family components, researchers 
may wish to consider; (a) disseminating core material within one or two key sessions, and/or 
(b) utilising computer technology to make program content more accessible. A recent study 
by Young and colleagues (2015) also demonstrated the utility of addressing both individual 
and family factors via a well-designed and holistic intervention program. 
Researchers do not uniformly agree on the preferred method (e.g., universal or 
targeted) for implementing prevention programs. In theory, universal programs have several 
advantages as they reach a larger amount of students, are more cost-effective, and do not 
stigmatise already vulnerable young people. In addition, universal programs can be truly 
preventative as they present an opportunity to protect healthy students against depression at a 
later stage. Despite this, targeted programs have had greater success (Merry et al., 2012).  
In the present study, those with greater levels of depressive symptoms at baseline also 
reported experiencing the greatest benefit from participating in the program. In addition, a 
proportion of students with little or no symptoms actually deteriorated initially from 
participation in the program, possibly due to exposure to negative themes or negative 
comparison making (e.g., Pössel et al., 2013). Some researchers (Araya et al., 2013; Gillham, 
Shatte, & Freres, 2000; Sawyer et al., 2010; Spence & Shortt, 2007) have disputed the utility 
and real-world benefit of universal programs (particularly for those who are asymptomatic at 
baseline), questioning students’ engagement, motivation, and lack of incentive to acquire 
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skills taught in these programs. Finding ways to leverage and deal with these issues may lead 
to stronger effects in subsequent trials.  
 Additional data analytic methods, such as the inclusion of weekly data capture aimed 
to provide a more comprehensive and fine-grained approach to measuring efficacy by 
evaluating the time-course for improvement and giving greater attention to individual 
responsiveness. Unfortunately, the advantages provided by additional assessment points were 
nullified by the program’s inability to produce positive effects for the reasons described 
above in the present chapter (e.g., sample characteristics, intervention ‘dosage’ and content). 
Some findings, however, were insightful. For example, weekly data capture revealed that 
improvement was linear (i.e., steady improvement) over time suggesting that depressive 
symptoms improved immediately after the program commenced and there was no point at 
which improvements plateaued or reversed. These findings have implication for how 
interventions may be designed and structured to better effect. For example, knowing in 
advance that the benefits of a program continue steadily may have resulted in the 
development of a longer program. Although not applied in the current study, including 
additional assessment points during the intervention phase (and analysing the data 
immediately) could be used to advantage as it enables researchers to immediately address 
students who display deterioration in symptoms and provide a more individualised path to 
improvement. Young and colleagues (2015) outline a model that may be worthy of 
replication and enhancement. The authors included one additional assessment point to 
measure progress, one-on-one sessions to meet the individual needs of students, as well as 
parent sessions to address environmental risk factors with promising findings.  
In contrast to depressive symptoms, each change agent was shown to deteriorate 
starting from Week One, before improvements in functioning were noticed by the midpoint 
of the program. These findings suggest that researchers might choose to avoid tampering with 
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areas that are functioning well at baseline as they may be vulnerable to decline through 
group-based approaches. Applying more flexible and dynamic prevention approaches 
whereby students are screened prior to commencement of a program and are then offered an 
intervention that is individualised based on need (as opposed to a generic program that may 
not be of any use to a sizeable proportion of a cohort) may be an effective approach. 
Conclusions  
The present study aimed to comprehensively evaluate the efficacy of a universal 
school-based depression prevention program by investigating the impact of: (1) continuous 
versus categorical operationalisation of outcome, (2) depressive symptom severity at 
baseline, (3) individual and collective change in change agents, and (4) weekly change during 
the intervention phase. 
 Although the bulk of findings suggest that the present intervention was ineffective for 
most students in alleviating symptoms, inclusion of categorical outputs showed that some 
individuals did in fact improve, and a substantial number worsened as a result of intervention. 
Further exploration suggests that the majority of participants were healthy at baseline (both in 
terms of depression level and scores on the risk/protective factors), and null findings may be 
partially attributable to floor effects. Nevertheless, the correspondence was surprisingly low 
between change in depressive symptoms and change in the change agents, and it was argued 
that this reflects insufficient treatment strength, duration, and range of activities to effectively 
target these change agents.  
 More broadly, the present thesis highlights that exploring the data from multiple 
perspectives, using different operationalisations of efficacy, multiple variables and time 
scales to better monitor the change process, provides opportunities to understand why an  
intervention was successful or failed to work. Such information provides direction for 
enhancing the treatment in future iterations. Based on this work, the present thesis proposes a 
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series of questions that researchers should routinely ask of their data in order to gain a 
complete picture of whether their intervention was effective (see Figure 4.4). 
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Key questions to consider when evaluating school-based interventions 
Continuous vs categorical approach 
1. Was the rate of change in the outcome greater for the intervention group than the 
control group? (continuous approach) 
2. What proportion of individuals remained stable, improved substantially, or 
declined substantially? (categorical approach) 
Time course for improvement 
3. Were intervention effects observed during the intervention (e.g., weekly from 
baseline to completion of the intervention phase) and/or at post-intervention? 
4. In the case of significant effects during and/or post-intervention, were these 
intervention effects maintained or improved further at a subsequent follow-up 
point (e.g., 3-6 months post-intervention)? 
5. In the case of null results at post-intervention, did these intervention effects 
emerge at a subsequent follow-up point? 
What actually improved, how, and for whom? 
6. What effect did the intervention have on the primary outcome (e.g., depression)? 
7. What effect did the intervention have on the proposed change agents? 
8. Did improvement in change agents coincide with change in the primary outcome? 
(concurrent change)  
9. Did improvement in change agents predict subsequent change in the primary 
outcome? (mediated/prospective change) 
10. Were intervention effects contingent upon baseline symptom severity? (moderated 
change) 
Figure 4.4. Recommendations for thorough evaluation of school-based interventions. 
 
  
121 
 
 
  
References 
References marked with (*) indicate studies that were included in the current meta-analysis.  
Abramson, L.Y., Metalsky, G.I., & Alloy, L.B. (1989). Helplessness and depression: A  
theory-based subtype of depression. Psychological Review, 96(2), 358-372.  
Ahern, N. R., Kiehl, E. M., Sole, M. L., & Byers, J. (2006). A review of instruments 
measuring resilience. Issues in Comprehensive Pediatric Nursing, 29(2), 103–125. 
Allen, N. B., Hetrick, S. E., Simmons, J. G., & Hickie, I. B. (2007). Early intervention for 
depressive disorders in young people: the opportunity and the (lack of) 
evidence. Medical Journal of Australia, 187(7), S15. 
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental health  
disorders: DSM-5 (5th ed.). Washington, DC: American Psychiatric Publishing.  
 
Angold, A., Costello, E. J., & Erkanli, A. (1999). Comorbidity. Journal of Child Psychology  
and Psychiatry, 40(1), 57-87.  
Angold, A., Costello, E. J., Messer, S. C., Pickles, A., Winder, F., & Silver, D. (1995). 
Development of a short questionnaire for use in epidemiological studies of depression 
in children and adolescents. International Journal of Methods in Psychiatric 
Research, 5, 237-249. 
*Araya, R., Fritsch, R., Spears, M., Rojas, G., Martinez, V., Barroilhet, S., & Montgomery, 
A. (2013). School intervention to improve mental health of students in Santiago, 
Chile: a randomized clinical trial. JAMA Pediatrics, 167, 1004–1010. 
Arnett, J. J. (1999). Adolescent storm and stress, reconsidered. American Psychologist, 54(5), 
317-326. 
122 
 
 
  
Australian Bureau of Statistics. (2010). Measures of Australia’s progress. Is life in Australia 
getting any better? Canberra. 
Australian Institute of Health and Welfare. (2013). Mental health services – in brief 2013. 
Canberra: AIHW. 
Avenevoli, S., Knight, E., Kessler, R.C., & Merikangas, K.R. (2007). Epidemiology of 
Depression in Children and Adolescents, In J.R.Z. Abela, B.I. Hankin (Eds), 
Handbook of Depression in Children and Adolescents (pp 6-32). New York, NY: 
Guildfod Press.  
Bagley, C., & Mallick, K. (2001). Normative data and mental health construct validity for the 
Rosenberg self-esteem scale in British adolescents. International Journal of 
Adolescence and Youth, 9(2-3), 117-126. 
Barge-Schaapveld, D. Q. C. M., & Nicolson, N. A. (2002). Effects of antidepressant 
treatment on the quality of daily life: an experience sampling study. Journal of 
Clinical Psychiatry, 63(6), 477-485.  
Baron, R. M., & Kenny, D. A. (1986). The moderator-mediator variable distinction in social     
psychological research: Conceptual, strategic, and statistical considerations. Journal   
of Personality and Social Psychology, 51(6), 1173-1182.  
*Barrett, P. M., Lock, S., & Farrell, L. J. (2005). Developmental differences in universal    
preventative intervention for child anxiety. Clinical Child Psychology and Psychiatry, 
10(4), 539-555.  
*Barrett, P., & Turner, C. (2001). Prevention of anxiety symptoms in primary school 
children: Preliminary results from a universal school-based trial. British Journal of 
Clinical Psychology, 40, 399-410.   
123 
 
 
  
Beardslee, W. R., Wright, E. J., Salt, P., Drezner, K., Gladstone, T. R. G., Versage, E. M., & 
Rothberg, P. C. (1997). Examination of children’s responses to two preventive 
intervention strategies over time. Journal of the American Academy of Child & 
Adolescent Psychiatry, 36, 196–204. 
Beck, A.T. (1967). Depression: Clinical, experimental, and theoretical aspects. New York: 
Harper & Row.  
Birmaher, B., Ryan, N., Williamson, D., & Brent, D. (1996b). Childhood and adolescent    
depression: A review of the past 10 years, Part II. Journal of the American Academy 
of Child and Adolescent Psychiatry, 35(12), 1575–1583.  
Birmaher, B., Ryan, N., Williamson, D., Brent, D., Kaufman, J., Dahl, R., Perel, J., &  
Nelson, B. (1996a). Childhood and adolescent depression: A review of the past 10 
years. Part I. Journal of the American Academy of Child and Adolescent Psychiatry, 
35(11), 1427–1439.  
Black, C., & Ford-Gilboe, M. (2004). Adolescent mothers: Resilience, family health work 
and health-promoting practices. Journal of Advanced Nursing, 48(4), 351–360. 
Bolger, N., Davis, A., & Rafaeli, E. (2003). Diary methods. Capturing life as it is lived.  
Annual Review of Psychology, 54(1), 579-616.  
Borenstein, M., Hedges, L. V., Higgins, J. P. T., & Rothstein, H. R. (2009). Introduction to 
meta-analysis. West Sussex: John Wiley & Sons.   
Brent, D. A., & Birmaher, B. (2002). Adolescent depression. The New England Journal of 
Medicine, 347(9), 667–671.  
124 
 
 
  
Brent, D. A., Kalas, R., Edelbrock, C., Costello, A. J., Dulcan, M. K., & Conover N. (1986). 
Psychopathology and its relationship to suicidal ideation in childhood and 
adolescence. Journal of the American Academy of Child and Adolescent Psychiatry, 
25(5), 666–673.  
Brent, D., & Weersing, V. R. (2008). Depressive disorders in childhood and adolescence. In  
M. Rutter, D. Bishop, D. Pine, S. Scott, J. Stevenson, E. Taylor, A. Thapar (Eds.), 
Rutter’s child and adolescent psychiatry (5th ed.). Oxford: Blackwell.   
Brooks, S.J., & Kutcher, S. (2001). Diagnosis and measurement of adolescent depression: a 
review of commonly utilized instruments. Journal of Child and Adolescent 
Psychopharmacology, 11(4), 341-376.  
Bruwer, B., Emsley, R., Kidd, M., Lochner, C., & Seedat, S. (2008). Psychometric properties 
of the Multidimensional Scale of Perceived Social Support in youth. Comprehensive 
Psychiatry, 49(2), 195-201. 
Byrne, B. (1983). Investigating measures of self-concept. Measurement and Evaluation in 
Guidance, 16, 115-26. 
Byrne, B.B. (2012). Structural equation modelling with MPlus. Basic concepts, application 
and programming. New York: Routledge.   
Burleson Daviss, W., Birmaher, B., Melhem, N. A., Axelson, D. A., Michaels, S. M., & 
Brent, D. A. (2006). Criterion validity of the Mood and Feelings Questionnaire for 
depressive episodes in clinic and non-clinic subjects. Journal of Child Psychology and 
Psychiatry, 47(9), 927-934. 
Calear, A., & Christensen, H. (2010). Systematic review of school-based prevention and early 
intervention. Journal of Adolescence, 33, 429-438.  
125 
 
 
  
*Calear, A. L., Christensen, H., Mackinnon, A., Griffiths, K. M., & O’Kearney, R. (2009).  
The youth mood project: A cluster randomized controlled trial of an online cognitive 
behavioral program with adolescents. Journal of Consulting and Clinical Psychology, 
77(6), 1021-1032.  
Canty-Mitchell, J., & Zimet, G. (2000). Psychometric properties of the multidimensional 
scale of perceived social support in urban adolescents. American Journal of 
Community Psychology, 28(3), 391-400. 
*Cardemil, E. V., Reivich, K. J., & Seligman, M. (2002). The prevention of depressive 
symptoms in low-income minority middle school students. Prevention and Treatment 
5(1).  
*Castellanos, N., & Conrod, P. (2006). Brief interventions targeting personality risk factors 
for adolescent substance misuse reduce depression, panic and risk-taking behaviours. 
Journal of Mental Health,15(6), 645–658.  
*Chaplin, T. M., Gillham, J.E., Reivich, K., Elkon, A.G.L., Samuels, B., Freres, D.R.,  
Winder, B., & Seligman, M.E.P. (2006). Depression prevention for early adolescent 
girls. A pilot study of all girls versus co-ed groups. Journal of Adolescence, 26(1), 
110–126.  
Christensen, H., Leach, L. S., Barney, L., Mackinnon, A. J., & Griffiths, K. M. (2006). The 
effect of web based depression interventions on self reported help seeking: 
randomised controlled trial [ISRCTN77824516]. BMC psychiatry, 6(1), 1. 
Cicchetti, D., & Rogosch, F. A. (2002). A developmental psychopathology perspective on 
adolescence. Journal of Consulting and Clinical Psychology,70(1), 6-20.  
126 
 
 
  
*Clarke, G.N., Hawkins, W., Murphy, N., & Sheeber, L. (1993). School-based primary  
prevention of depressive symptomatology in adolescents: Findings from two studies. 
Journal of Adolescent Research, 8(2), 183–204.  
*Clarke, G. N., Hawkins, W., Murphy, M., Sheeber, L.B., Lewinsohn, P.M., & Seeley, J.R.  
(1995). Targeted prevention of unipolar depressive disorder in an at-risk sample of 
high school adolescents: A randomized trial of a group cognitive intervention. Journal 
of the American Academy of Child and Adolescent Psychiatry, 34(3), 312–321.  
Clarke, G. N., Hornbrook, M., Lynch, F., Polen, M., Gale, J., Beardslee, W., O’Connor E., &  
Seeley, J. (2001). A randomized trial of a group cognitive intervention for preventing 
depression in adolescent offspring of depressed parents. Archives of General 
Psychiatry, 58(12), 1127-34.   
Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2nd ed.). New Jersey: 
Lawrence Earlbaum Associates.  
Cole, D.A., Martin, J.M., & Powers, B. (1997). A competency-based model of child  
depression: A longitudinal study of peer, parent, teacher, and self-evaluations. Journal 
of Child Psychology, Psychiatry and Allied Disciplines, 38(5), 505-514.  
Compas, B. E., Forehand, R., Keller, G., Champion, J. E., Rakow, A., Reeslund, K. L., ... & 
Merchant, M. J. (2009). Randomized controlled trial of a family cognitive-behavioral 
preventive intervention for children of depressed parents. Journal of consulting and 
clinical psychology, 77(6), 1007. 
127 
 
 
  
Corrieri, S., Heider, D., Conrad, I., Blume, A., König, H. H., & Riedel-Heller, S. G. (2013). 
School-based prevention programs for depression and anxiety in adolescence: A 
systematic review. Health promotion international, 29(3), 427-441.  
Costello, E., & Angold, A. (1988). Scales to assess child and adolescent depression. Journal 
of the American Academy of Child and Adolescent Psychiatry, 27, 726-737. 
Costello, E. J., Mustillo, S., Erkanli, A., Keeler, G., & Angold, A. (2003). Prevalence and 
development of psychiatric disorders in childhood and adolescence. Archives of 
General Psychiatry, 60(8), 837-844.   
Csikszentmihalyi, M., & Larson, R. (1987). Validity and reliability of the experience-
sampling method. The Journal of Nervous and Mental Disease, 175(9), 526-536. 
Cummings, E. F., Schermerhorn, A. C., Davies, P. T., Goeke-Morey, M.C., & Cummings, J.  
S. (2006). Interparental discord and child adjustment: Prospective investigations of 
emotional security as an explanatory mechanism. Child Development, 77(1), 132-152. 
Dahlem, N. W., Zimet, G. D., & Walker, R. R. (1991). The multidimensional scale of 
perceived social support: A confirmation study. Journal of clinical psychology, 47(6), 
756-761. 
Department of Health and Ageing (2007). National Mental Health Report 2007. 
Commonwealth of Australia: Canberra. 
Evans, C., Margison, F., & Barkham, M. (1998). The contribution of reliable and clinically 
significant change methods to evidence-based mental health. Evidence Based Mental 
Health, 1, 70-72.  
128 
 
 
  
Fergusson, D. M., Horwood, L. J., & Beautrais, A. L. (1999). Is sexual orientation related to  
mental health problems and suicidality in young people? Archives of General 
Psychiatry, 56(10), 876-880.   
Fergusson, D. M., Horwood, L. J., Ridder, E. M., & Beautrais, A. L. (2005). Sub-threshold  
depression in adolescence and mental health outcomes in adulthood. Archives of 
General Psychiatry, 62(1), 66-72.  
Fleming, J. E., Boyle, M. H., & Offord, D. R. (1993). The outcome of adolescent depression   
in the Ontario child health study follow-up. Journal of the American Academy of Child and 
Adolescent Psychiatry, 32(1), 28–33.  
Flay, B.R., Biglan, A., Boruch, R. F., Castro, F. G., Gottfredson, D., Kellam, S. G., Mościcki  
E. K., Schinke, S., Valentine, J. C., & Ji, P.  (2005). Standards of evidence: Criteria 
for efficacy, effectiveness and dissemination. Prevention Science, 6(3), 151-175. 
Feehan, M., McGee, R., & Williams, S. M. (1993). Mental health disorders from age 15 to 
age 18 years. Journal of the American Academy of Child & Adolescent 
Psychiatry, 32(6), 1118-1126. 
Fleming, L.C. & Jacobsen, K. H. (2009). Bullying and symptoms of depression in Chilean 
middle school students. The Journal of School Health, 79(3), 130-137.   
Franko, D.L., Striegel-Moore, R.H., Brown, K.M., Barton, B.A., McMahon, R.P., Schreiber,  
G.B., Crawford, B., & Daniels, S. R. (2004). Expanding our understanding of the 
relationship between negative life events and depressive symptoms in black and white 
adolescent girls. Psychological Medicine, 34(7), 1319-1330.  
129 
 
 
  
Fuller-Tyszkiewicz, M., Krawczyk, R., Ricciardelli, L., & Thompson, J. K. (2013). Eating 
and weight-related disorders. Womens Health Psychology, 173-198. 
Fuller-Tyszkiewicz, M., Skouteris, H., McCabe, M., Mussap, A., Mellor, D., & Ricciardelli, 
L. (2012). An evaluation of equivalence in body dissatisfaction measurement across 
cultures. Journal of Personality Assessment, 94(4), 410–417.  
Garber, J. (2006). Depression in children and adolescents: linking risk research and 
prevention. American Journal of Preventative Medicine, 31(6 suppl. 1), S104-125.   
Garber, J., Clarke, G. N., Weersing, V. N., Beardslee, W. R., Brent, D. A., Gladstone, T. R.  
G., DeBar, L. L., Lynch, F. L., D’Angelo, E., Hollon, S. D., Shamseddeen, W., & 
Iyengar, S. D. (2009). Prevention of depression in at-risk adolescents. A randomized 
controlled trial. The Journal of the American Medical Association, 301(21), 2215-
2224. 
Garber, J., & Flynn, C. (2001). Predictors of depressive cognitions in young adolescents. 
Cognitive Therapy and Research, 25, 353–376 
Garber, J., & Horowitz, J. L. (2002). Depression in children. In I. H. Gotlib & C. L. Hammen 
(Eds.), Handbook of depression (pp. 510-540). New York: Guildford Press.   
Garber, J., Webb, C. A., & Horowitz, J. L. (2009). Preventing depression in adolescents: A  
review of selective and indicated programs. In S. Nolen-Hoeksema, & L. M. Hilt 
(Eds.), Handbook of depression in adolescents (pp 619-661). New York: Routledge.   
 
130 
 
 
  
Geschwind, N., Nicolson, N. A., Peeters, F., van Os, J., Barge-Schaapveld, D., & Wichers, 
M. (2011). Early improvement in positive rather than negative emotion predicts 
remission from depression after pharmacotherapy. European 
Neuropsychopharmacology, 21(3), 241-247. 
Geschwind, N., Peeters, F., Drukker, M., van Os, J., & Wichers, M. (2011). Mindfulness 
training increases momentary positive emotions and reward experience in adults 
vulnerable to depression: a randomized controlled trial. Journal of consulting and 
clinical psychology, 79(5), 618. 
Geschwind, N., Peeters, F., Jacobs, N., Delespaul, P., Derom, C., Thiery, E., ... & Wichers, 
M. (2010). Meeting risk with resilience: high daily life reward experience preserves 
mental health. Acta Psychiatrica Scandinavica, 122(2), 129-138. 
Gillham, J.E., Brunwasser, S.M., & Freres, D.R. (2008). Preventing depression in early  
adolescence. In J.R.Z. Abela & B.L. Hankin (Eds.), Handbook of depression in 
children and adolescents (pp 309-332). New York: Guilford Press.  
*Gillham, J. E., Reivich, K. J., Brunwasser, S. M., Freres, D. R., Chajon, N. D., Kash-
MacDonald, V. M., ... & Seligman, M. E. (2012). Evaluation of a group cognitive-
behavioral depression prevention program for young adolescents: A randomized 
effectiveness trial. Journal of Clinical Child & Adolescent Psychology, 41(5), 621-
639.  
*Gillham, J.E., Reivich, K.J., Freres, D.R., Chaplin, T.M., Shatte, A.J., Samuels, B., Elkon.  
A. G. L., Litzinger, S., Lascher, M., Gallop, R., & Seligman, M. E. (2007). 
Schoolbased prevention of depressive symptoms: A randomized controlled study of 
131 
 
 
  
the effectiveness and specificity of the Penn Resiliency Program. Journal of 
Consulting and Clinical Psychology, 75(1), 9-19.  
*Gillham, J.E, Reivich, K.J., Freres, D.R., Lascher, M., Litzinger, S., Shatte, A., & Seligman,  
M.E. (2006). School-based prevention of depression and anxiety symptoms in early 
adolescence: A pilot of a parent intervention component. School Psychology 
Quarterly, 21(3), 323–348.  
Gillham, J. E., Shatté, A. J., & Freres, D. R. (2000). Preventing depression: A review of 
cognitive-behavioral and family interventions. Applied and Preventive 
Psychology, 9(2), 63-88. 
Gladstone, T. R. G., Beardslee, W. R. (2009). The Prevention of Depression in Children and 
Adolescents: A Review. Canadian Journal of Psychiatry, 54(4), 212-21. 
Gladstone, T. R. G., Beardslee, W. R., & O’Connor, E. E. (2011). The prevention of 
adolescent depression. The Psychiatrics Clinics of North America, 34(1), 35-52.   
Greenberger, E., Chen, C., Dmitrieva, J., & Farruggia, S.P. (2003). Item-wording and the 
dimensionality of the Rosenberg Self-Esteem Scale: do they matter? Personality and 
Individual Differences 35, 1241–1254.  
Gregorich, S.E. (2006). Do self-report instruments allow meaningful comparisons across 
diverse population groups? Testing measurement invariance using the confirmatory 
factor analysis framework. Medical Care, 44(11 Suppl. 3), S78-94.  
Gulliver, A., Griffiths, K. M., & Christensen, H. (2010). Perceived barriers and facilitators to 
mental health help-seeking in young people: a systematic review. BMC 
psychiatry, 10(1), 113. 
132 
 
 
  
Hammen, C. (2005). Stress and depression. Annual Review of Clinical Psychology, 1, 293-
319. 
*Harnett, P. H., & Dadds, M. R. (2004). Training school personnel to implement a universal  
school-based prevention of depression program under real world conditions. Journal 
of School Psychology, 42, 343-357.   
Hetrick, S.E., Cox, G.R., & Merry, S.N. (2015). Where to go from here? An exploratory 
meta-analysis of the most promising approaches to depression prevention programs 
for children and adolescents. International Journal of Environmental Research and 
Publich Health, 12, 4758-4795.  
Hoare, E., Millar, L., Fuller-Tyszkiewicz, M., Skouteris, H., Nichols, M., Jacka, F., ... & 
Allender, S. (2014). Associations between obesogenic risk and depressive 
symptomatology in Australian adolescents: a cross-sectional study. Journal of 
epidemiology and community health, 68(8), 767-772. 
Hodgson, K., & McGuffin, P. (2013). The genetic basis of depression. Current Topics in 
Behavioral Neuroscience, 14, 81-99.  
Holsen, I., Kraft, P., & Røysamb, E. (2001). The relationship between body image and 
depressed mood in adolescence: A 5-year longitudinal panel study. Journal of health 
psychology, 6(6), 613-627. 
Horesh, N., Klomek, A. B., & Apter, A. (2008). Stressful life events and major depressive 
disorders. Psychiatry research, 160(2), 192-199. 
Horner, R. H., Sugai, G., Smolkowski, K., Eber, L., Nakasato, J., Todd, A. W., & Esperanza, 
J. (2009). A randomized, wait-list controlled effectiveness trial assessing school-wide 
133 
 
 
  
positive behaviour support in elementary schools. Journal of Positive Behavior 
Interventions, 11(3), 133-144. 
*Horowitz, J. L., Garber, J., Ciesla, J.A., Young, J.F., & Mufson, L. (2007). Prevention of  
depressive symptoms in adolescents: A randomized trial of cognitive-behavioral and 
interpersonal prevention programs. Journal of Consulting and Clinical Psychology, 
75(5), 693–706.  
Jacobson, N.S., & Traux, P. (1991). Clinical significance: A statistical approach to defining 
meaningful change in psychotherapy research. Journal of Consulting and Clinical 
Psychology, 59(1), 12-19.   
Isomaa, R., Väänänen, J. M., Fröjd, S., Kaltiala-Heino, R., & Marttunen, M. (2013). How 
low is low? Low self-esteem as an indicator of internalizing psychopathology in 
adolescence. Health Education & Behavior, 40(4), 392-399. 
*Jaycox, L. H., Reivich, K. J., & Seligman, M. E. P. (1994). Prevention of depressive  
symptoms in school children. Behaviour Research and Therapy, 32(8), 801-816.  
Kaslow, N. J., Broth, M. R., Arnette, N. C., Collins, M. H. (2009). Family-based treatment for 
adolescent depression. In S. Nolen-Hoeksema, & L. M. Hilt (Eds.), Handbook of 
depression in adolescents (pp 531-570). New York: Routledge.   
Kercher, A., & Rapee, R. M. (2009). A test of a cognitive diathesis—stress generation 
pathway in early adolescent depression. Journal of Abnormal Child 
Psychology, 37(6), 845-855. 
134 
 
 
  
Kessler, R.C., Amminger, G.P., Aguilar-Gaxiola, S., Alonso, J., Lee, S., & Ustun, T.B. 
(2007). Age of onset of mental disorders: A review of recent literature. Current 
Opinion in Psychiatry, 20, 359-364. 
Kessler, R.C., Avenevoli, S. & Merikangas, K. R. (2001). Mood disorders in children and  
adolescents: An epidemiologic perspective. Biological Psychiatry, 49(12), 1002-1014.  
Kessler, R. C., Chiu, W. T., Demler, O., & Walters, E. E. (2005). Prevalence, severity, and 
comorbidity of 12-month DSM-IV disorders in the National Comorbidity Survey 
Replication. Archives of general psychiatry,62(6), 617-627. 
Kieling, C., Baker-Henningham, H., Belfer, M., Conti, G., Ertem, I., Omigbodun, O., ... & 
Rahman, A. (2011). Child and adolescent mental health worldwide: evidence for 
action. The Lancet, 378(9801), 1515-1525. 
Kimhy, D., & Corcoran, C. (2008). Use of Palm computer as an adjunct to cognitive–
behavioural therapy with an ultra-high-risk patient: a case report. Early intervention in 
psychiatry, 2(4), 234-241. 
*Kindt, K., Kleinjan, M., Janssens, J. M., & Scholte, R. H. (2014). Evaluation of a school-
based depression prevention program among adolescents from low-income areas: A 
randomized controlled effectiveness trial. International Journal of Environmental 
Research and Public Health, 11(5), 5273-5293. 
Klein, D.N., Shankman, S.A., Lewinsohn, P.M., & Seeley, J.R. (2009). Subthreshold 
depressive disorder in adolescents: predictors of escalation to full-syndrome 
depressive disorders. Journal of the American Academy of Child & Adolescent 
Psychiatry, 48(7), 703-710. 
135 
 
 
  
Kosters, M.P., Chinapaw, M.J.M., Zwaanswijk, M., van der Wal, M.F., Utens, E.M.W.J. & 
Koot, H.M. (2012). Study design of 'FRIENDS for Life': process and effect evaluation 
of an indicated school-based prevention programme for childhood anxiety and 
depression. BMC Public Health, 12:86. 
*Kowalenko, N., Rapee, R. M., Simmons, J., Hoge, R., Whitefield, K., Starling, J.,  
Stonehouse, R., & Baillie, A. J. (2005). Short-term effectiveness of a school-based 
early intervention program for adolescent depression. Clinical Child Psychology and 
Psychiatry, 10(4), 493-507.  
Kuo, E.S., Vander Stoep, A., D.G., & Stewart, D.G. (2005). Using the short mood and 
feelings questionnaire to detect depression in detained adolescents. Assessment, 21(4), 
374-383.  
Kwok, O., Underhill, A.T., berry, J.W., Luo, W., Elliot, T.R., Yoon, M. (2008). Analyzing 
longitudinal data with multilevel models: An example with individuals living with 
lower extremity intra-articular fractures. Rehabilitation Psychology, 53(3), 370-386. 
Lewinsohn, P. M., Hops, H., Roberts, R. E., Seeley, J. R., & Andrews, J. A. (1993).  
Adolescent psychopathology. I. Prevalence and incidence of depression and other 
DSM-III-R disorders in high school students. Journal of Abnormal Psychology, 
102(1), 133-144.  
*Lowry-Webster, H., Barrett, P., & Dadds, M. (2001). A universal prevention trial of anxiety 
and depressive symptomatology in childhood: Preliminary data from an Australian 
study. Behaviour Change, 18(1), 36–50.  
136 
 
 
  
Manicavasagar, V. (2012). A review of depression diagnosis and management. In Psych, 
34(1), 8-10.  
Masia-Warner, C., Klein, R. G., Dent, H. C., Fisher, P. H., Alvir, J., Albano, A. M., & 
Guardino, M. (2005). School-based intervention for adolescents with social anxiety 
disorder: Results of a controlled study. Journal of Abnormal Child Psychology, 33(6), 
707-722. 
*McCarty, C. A., Violette, H. D., Duong, M. T., Cruz, R. A., & McCauley, E. (2013). A 
randomized trial of the positive thoughts and action program for depression among 
early adolescents. Journal of Clinical Child & Adolescent Psychology, 42(4), 554-
563. 
McLaughlin, K. A. (2009). Universal prevention for adolescent depression. In S. Nolen- 
Hoeksema, & L. M. Hilt (Eds.), Handbook of depression in adolescents (pp 661-684). 
New York: Routledge.  
McWhinnie, C., Abela, J. R. Z., Hilmy, N., & Ferrer, I. (2008). In J.R.Z. Abela & B.L.  
Hankin (Eds.), Handbook of depression in children and adolescents (pp 354-376). 
New York: Guilford Press.  
Mellor, D. M., McCabe, M. P., Ricciardelli, L. A., & Merino, M. E. (2008). Body 
dissatisfaction and body change behaviors in Chile: The role of sociocultural factors. 
Body Image, 5, 205–215.  
Mellor, D., McCabe, M., Ricciardelli, L., Yeow, J., & Daliza, N. (2009). Sociocultural 
influences on body dissatisfaction and body change behaviors among Malaysian 
adolescents. Body Image, 6(2), 121-128. 
137 
 
 
  
Merikangas, K. R., He, J. P., Burstein, M., Swanson, S. A., Avenevoli, S., Cui, L., ... & 
Swendsen, J. (2010). Lifetime prevalence of mental disorders in US adolescents: 
results from the National Comorbidity Survey Replication–Adolescent Supplement 
(NCS-A). Journal of the American Academy of Child & Adolescent 
Psychiatry, 49(10), 980-989. 
Merry, S. N. (2013). Preventing depression in adolescents: time for a new approach?. JAMA 
Pediatrics, 167(11), 994-995. 
Merry, S.N., Hetrick, S.E., Cox, G.R., Brudevold-Iversen, T., Bir, J.R., & McDowell, J.J. 
(2012). Cochrane Review: Psychological and educational interventions for preventing 
depression in children and adolescents. Evidence-Based Child Health: A Cochrane 
Review Journal, 7(5), 1409-1685.  
*Merry, S., McDowell, H., Wild, C., Bir, J., & Cunliffe, R. (2004). A randomized placebo- 
controlled trial of a school-based depression prevention program. Journal of the 
American Academy of Child and Adolescent Psychiatry, 43(5), 538–547.  
Merry, S. N., & Spence, S. H. (2007). Attempting to prevent depression in youth: A 
systematic review of the evidence. Early Intervention in Psychiatry, 1(2), 128-137. 
Messent, P. (2011). Systemic and Family Approaches to Intervention. In D. Skuse, H. Bruce,  
L. Dowdney, D. Mrazek (Eds.), Child psychology and psychiatry (pp 276-280). West 
Sussex: Wiley.  
Messer, S.C., Angold, A., Costello, E.J., Loeber, R., Van Kammen, W., & Stouthamer-
Loeber, M. (1995). Development of a short questionnaire for use in epidemiological 
studies of depression in children and adolescents: Factor composition and structure 
138 
 
 
  
across development. International Journal of Methods in Psychiatric Research, 5, 
251–262. 
Muñoz, R. F., Cuijpers, P., Smit, F., Barrera, A. Z., & Leykin, Y. (2010). Prevention of major 
depression. Annual Review of Clinical Psychology, 6, 181-212. 
Muthén, L.K., & Muthén, B.O. (1998-2012). Mplus user’s guide (7th edition). Los Angeles, 
CA: Muthén & Muthén. 
Nahum-Shani, I., Qian, M., Almirall, D., Pelham, W. E., Gnagy, B., Fabiano, G. A., ... & 
Murphy, S. A. (2012). Experimental design and primary data analysis methods for 
comparing adaptive interventions. Psychological methods, 17(4), 457. 
Nehmy, T., (2010). School-based prevention of depression and anxiety in Australia: Current 
state and future directions. Clinical Psychologist, 14(3), 74-83. 
Neil, A.L., & Christensen, H. (2007). Australian school-based prevention and early 
intervention programs for anxiety and depression: a systematic review. The Medical 
Journal of Australia, 186(6), 305-308. 
*O’Kearney, R., Gibson, M., Christensen, H., & Griffiths, K. M. (2006). Effects of a 
cognitive-behavioural internet program on depression, vulnerability to depression and 
stigma in adolescent males: A school-based controlled trial. Cognitive Behaviour 
Therapy, 35(1), 43-54.  
*O’Kearney, R., Kang, K., Christensen, H., & Griffiths, K. M. (2009). Controlled trial of a 
school-based internet program for reducing depressive symptoms in adolescent girls. 
Depression and Anxiety, 26, 65-72.  
139 
 
 
  
Oppenheimer, C. W., & Hankin, B. L. (2011). Relationships and depressive symptoms among 
adolescents: A short-term multiware investigation of longitudinal, reciprocal 
associations. Journal of Clinical Child & Adolescent Psychology, 40(3), 486-493.   
*Orn Arnarson, E., & Craighead, W. E. (2009). Prevention of depression among Iceland 
adolescents. Behaviour Research and Therapy, 47(7), 577-585.  
*Pattison, C., & Lynd-Stevenson, R. M. (2001). The prevention of depressive symptoms in 
children: The immediate and long-term outcomes of a school-based program. 
Behaviour Change, 18(2), 92–102.  
Peden, M., Oyegbite, K., Ozanne-Smith, J., Hyder, A. A., Branche, C., Fazlur Rahman, A. K.   
M., Rivara F., & Bartolomeos, K. (2008). World report on child injury prevention. 
Geneva: World Health Organisation.  
Pilowsky, D. J. (2009). Depression: Causes and risk factors. In J. M. Rey, & B. Birmaher 
(Eds.), Treating child and adolescent depression (pp. 17-22). Baltimore: Lippincott 
Williams & Wilkins.   
*Poppelaars, M., Tak, Y. R., Lichtwarck-Aschoff, A., Engels, R. C., Lobel, A., Merry, S. N., 
... & Granic, I. (2014). Autonomous and Controlled Motivation in a Randomized 
Controlled Trial Comparing School-based and Computerized Depression Prevention 
Programs. Games for Health, (pp. 125-135). Springer Fachmedien Wiesbaden. 
*Pössel, P., Horn, A.B., Groen, G., & Hautzinger, M. (2004). School-based prevention of  
depressive symptoms in adolescents: A 6-month follow-up. Journal of the American 
Academy of Child and Adolescent Psychiatry, 43(8), 1003–1010.  
140 
 
 
  
*Pössel, P., Martin, N. C., Garber, J., & Hautzinger, M. (2013). A randomized controlled trial 
of a cognitive-behavioral program for the prevention of depression in adolescents 
compared with nonspecific and no-intervention control conditions. Journal of 
Counseling Psychology, 60(3), 432. 
*Pössel, P., Seemann, S., Hautzinger, M. (2008). Impact of comorbidity in prevention of  
adolescent depressive symptoms. Journal of Counseling Psychology, 55(1), 106–17. 
*Puskar, K., Sereika, S., Tusaie-Mumford, K. (2003). Effect of the Teaching Kids to Cope   
(TKC) Program on outcomes of depression and coping among rural adolescents.  
Journal of Child and Adolescent Psychiatric Nursing, 16(2), 71–80.  
*Quayle, D., Dziuraweic, S., Roberts, C. Kane, R., & Ebsworthy, G. (2001). The effect of an 
optimism and lifeskills program on depressive symptoms in preadolescence. 
Behaviour Change, 18(4), 194–203.  
*Raes, F., Griffith, J. W., Van der Gucht, K., & Williams, J. M. G. (2014). School-based 
prevention and reduction of depression in adolescents: A cluster-randomized 
controlled trial of a mindfulness group program. Mindfulness, 5(5), 477-486. 
Rao, U., Ryan, N. D., Birmaher, B., Dahl, R. E., Williamson, D. E., Kaufman, J., Rao, R., &   
Nelson, B. (1995). Unipolar depression in adolescence: Clinical outcome in 
adulthood. Journal of the American Academy of Child and Adolescent Psychiatry, 
43(5), 566–578.  
Reinecke, M. A., & Ginsburg, G. S. (2008). Cognitive-behavioral treatment of depression  
during childhood and adolescence. In J.R.Z. Abela & B.L. Hankin (Eds.), Handbook 
of depression in children and adolescents (pp 179-206). New York: Guilford Press.  
141 
 
 
  
Reinwand, D.A., Schulz, D.N., Crutzen, R., Kremers, S.P.J., & de Vries, H. (2015). Who 
follows eHealth interventions as recommended? A study of participants' personal 
characteristics from the experimental arm of a randomized controlled trial. Journal of 
Medicine Internet Research, 17(5), e115.  
Rew, L., Taylor-Seehafer, M., Thomas, N. Y., & Yockey, R. D. (2001). Correlates of 
resilience in homeless adolescents. Image: Journal of Nursing Scholarship, 33(1), 33–
40. 
Rey, J. M. & Hazell, P. L. (2009). In J. M. Rey, & B. Birmaher (Eds.), Treating child and 
adolescent depression (pp. 3-16). Baltimore: Lippincott Williams & Wilkins.   
Ricciardelli, L.A., & McCabe, M. P. (2000). Psychometric Evaluation of the Body Image and 
Body Change Inventory: An Assessment Instrument for Adolescent Boys and Girls. 
Unpublished version. Deakin University.  
Rice, F., Harold, G., & Thapar, A. (2002). The genetic etiology of childhood depression: A 
review. Journal of Child Psychology and Psychiatry, 43(1), 65-79  
Rickwood, D. J., Deane, F. P., & Wilson, C. J. (2007). When and how do young people seek 
professional help for mental health problems?. Medical Journal of Australia, 187(7), 
S35. 
*Rivet-Duval, E., Heriot, S., & Hunt, C. (2011). Preventing adolescent depression in   
Mauritius: A universal school-based program. Child and Adolescent Mental Health, 
16(2), 86–91.  
*Roberts, C., Kane, R., Thomson, H., Bishop, B., & Hart, B. (2003). The prevention of 
depressive symptoms in rural school children: A randomized controlled trial. Journal 
of Consulting and Clinical Psychology, 71(3), 622–628.  
142 
 
 
  
Robins, R.W., Hendin, H.M., & Trzesniewski, K.H. (2001). Measuring global self-esteem: 
Construct validation of a single-item measure and the Rosenberg Self-Esteem Scale. 
Personality and Social Psychology Bulletin, 27(2), 151-161.  
Rohde, P., Lewinsohn, P. M., & Seeley, J. R. (1994). Are adolescents changed by an episode 
of major depression? Journal of the American Academy of Child and Adolescent 
Psychiatry, 33(9), 1289–98.  
*Rohde, P., Stice, E., Shaw, H., & Brière, F. N. (2014). Indicated cognitive behavioral group 
depression prevention compared to bibliotherapy and brochure control: Acute effects 
of an effectiveness trial with adolescents. Journal of consulting and clinical 
psychology, 82(1), 65. 
*Rohde, P., Stice, E., Shaw, H., & Gau, J. M. (2015). Effectiveness Trial of an Indicated 
Cognitive–Behavioral Group Adolescent Depression Prevention Program Versus 
Bibliotherapy and Brochure Control at 1-and 2-Year Follow-Up. Journal of 
Consulting and Clinical Psychology, 83(4), 736-747. 
Rosenberg, M. (1965). Society and the adolescent self-image. Princeton, NJ: Princeton 
University Press. 
Rudolph, K. D., & Lambert, S. F. (2007). Child and adolescent depression. In E. J. Mash, &  
R. A. Barkley (Eds.), Assessment of childhood disorders (pp 213-252), (4th ed.). New 
York: Guildford Press.   
Rutter, P.A., & Behrendt, A.E. (2004). Adolescent suicide risk: Four psychosocial factors.   
Adolescence, 39(154), 295-302.  
143 
 
 
  
*Sawyer, M. G., Pfeiffer, S., Spence. S. H., Bond, L., Graetz, B., Kay, D., Patton, G., &  
Sheffield, J. (2010). School-based prevention of depression: A randomised controlled 
study of the beyond blue schools research initiative. Journal of Child Psychology and 
Psychiatry, 51(2), 199–209.  
Schafer, W. R. (1999). How do antidepressants work? Prospects for genetic analysis of drug 
mechanisms. Cell, 98(5), 551-554. 
Shaffer, D., Fisher, P.W., Piacentini, J., Schwab-Stone, M., & Wicks, J. (1989). Diagnostic 
Interview Schedule for Children (DISC-2.1C) Child Version. New York, NY: 
Columbia University. 
*Sheffield, J. K., Spence, S. H., Rapee, R. M., Kowalenko, N., Wignall, A., Davis, A., &  
McLoone, J. (2006). Evaluation of universal, indicated and combined cognitive 
behavioral approaches to the prevention of depression among adolescents. Journal of 
Consulting and Clinical Psychology, 74(1), 66–79.  
*Shochet, I. M., Dadds, M. R., Holland, D., Whitefield, K., Harnett, P. H., & Osgarby, S. M. 
(2001). The efficacy of a universal school-based program to prevent adolescent 
depression. Journal of Clinical Child Psychology, 30(3), 303-315.   
Shochet, I., Montague, R., Smith, C., & Dadds, M. (2014). A qualitative investigation of 
adolescents’ perceived mechanisms of change from a universal school-based 
depression prevention program. International journal of environmental research and 
public health, 11(5), 5541-5554. 
Sinclair, S.J., Blais, M. A., Gansler, D.A., Sandberg, E., Bistis, K., & Lo Cicero, A. (2010). 
Psychometric properties of the Rosenberg self-Esteem scale: Overall and across 
144 
 
 
  
demographic groups living within the United States. Evaluation and the Health 
Professions, 33(1), 56-80.  
Spence, S., Burns, J., Boucher, S., Glover, S., Graetz, B., Kay, D., Patton,G., & Sawyer, M.  
(2005). The beyondblue schools research initiative: Conceptual framework and 
intervention. Child and Adolescent Psychiatry, 13(2), 159-164.  
Spence, S. H., Sawyer, M. G., Sheffield, J., Patton, G., Bond, L., Graetz, B., & Kay, D. 
(2014). Does the absence of a supportive family environment influence the outcome 
of a universal intervention for the prevention of depression? International Journal of 
Environmental Research and Public Health, 11(5), 5113-5132. 
*Spence, S., Sheffield, J., & Donovan, C. (2003). Preventing adolescent depression: An 
evaluation of the problem solving for life program. Journal of Consulting and Clinical 
Psychology, 71(1), 3–13.  
Spence, S. H., & Shortt, A. L. (2007). Research review: Can we justify the widespread 
dissemination of universal, school-based interventions for the prevention of 
depression among children and adolescents? Journal of Child and Psychology and 
Psychiatry, 48(6), 526-542.   
*Stallard, P., Sayal, K., Phillips, R., Taylor, J. A., Spears, M., Anderson, R., ... & 
Montgomery, A. A. (2012). Classroom based cognitive behavioural therapy in 
reducing symptoms of depression in high risk adolescents: pragmatic cluster 
randomised controlled trial. Bmj, 345. 
145 
 
 
  
Stice, E., & Bearman, S. K. (2001). Body-image and eating disturbances prospectively 
predict increases in depressive symptoms in adolescent girls: a growth curve 
analysis. Developmental psychology, 37(5), 597. 
*Stice, E., Burton, E., Bearman, S.K., & Rohde, P. (2006). Randomized trial of a brief  
depression prevention program: An elusive search for a psychosocial placebo control 
condition. Behaviour Research and Therapy, 45(5), 863–876.  
Stice, E., Rohde, P., Seeley, J.R., & Gau, J.M. (2008).  Brief cognitive-behavioral depression 
prevention program for high-risk adolescents outperforms two alternative 
interventions: A randomized efficacy trial. Journal of Consulting and Clinical 
Psychology, 76(4), 595–606.  
Stice, E., Shaw, H., Bohon, C., Marti, C. N., & Rohde, P. (2009). A meta-analytic review of 
depression prevention programs for children and adolescents: factors that predict 
magnitude of intervention effects. Journal of consulting and clinical 
psychology, 77(3), 486. 
Sund, A. M., Larsson, B., &Wichstrom, L. (2001). Depressive symptoms among young 
Norwegian adolescents as measured by the Moods and Feelings Questionnaire 
(MFQ). European Child & Adolescent Psychiatry, 10, 222-229. 
Sutton, J. M. (2007). Prevention of depression in youth: A qualitative review and future 
suggestions. Clinical psychology review, 27(5), 552-571. 
*Tak, Y. R., Lichtwarck-Aschoff, A., Gillham, J. E., Van Zundert, R. M., & Engels, R. C. 
(2015). Universal School-Based Depression Prevention ‘Op Volle Kracht’: a 
146 
 
 
  
Longitudinal Cluster Randomized Controlled Trial. Journal of Abnormal Child 
Psychology, 1-13. 
Thapar, A., Collishaw, S., Pine, D. S., & Thapar, A. K. (2012). Depression in adolescence.  
Lancet, 17(379), 1056-67.   
Thapar, A., & McGuffin, P. (1998). Validity of the shortened Mood and Feelings 
Questionnaire in a community sample of children and adolescents: A preliminary 
research note. Psychiatry Research, 81, 259 –268. 
Thapar, A. & Rice, F. (2006). Twin studies in paediatric depression. Child and Adolescent  
Psychiatry Clinics of North America, 15(4), 869-881.  
Turner, N., Joinson, C., Peters, T.J., Wiles, N., & Lewis, G. (2014) Validity of the short 
mood and feelings questionnaire in late adolescence. Psychological Assessment, 
26(3), 752-762. 
Wagnild, G. (2009). A review of the resilience scale. Journal of Nursing Measurement, 17 
(2), 105-113. 
Wagnild, G., & Young, H. (1993). Development and psychometric evaluation of the 
Resilience Scale. Journal of Nursing Measurement, 1(2), 165–178. 
Wang, R., Lagakos, S. W., Ware, J. H., Hunter, D. J., & Drazen, J. M. (2007). Statistics in 
medicine—reporting of subgroup analyses in clinical trials. New England Journal of 
Medicine, 357(21), 2189-2194. 
Weersing, V. R., Shamseddeen, W., Garber, J., Hollon, S. D., Clarke, G. N., Beardslee, W. 
R., ... & Brent, D. A. (2016). Prevention of Depression in At-Risk Adolescents: 
Predictors and Moderators of Acute Effects. Journal of the American Academy of 
Child & Adolescent Psychiatry. 
147 
 
 
  
Weller, E. B., Kloos, A., Kang, J., & Weller, R. A. (2006). Depression in children and  
adolescents: Does gender make a difference? Current Psychiatric Reports, 8(2), 
108114.  
*Wijnhoven, L. A., Creemers, D. H., Vermulst, A. A., Scholte, R. H., & Engels, R. C. 
(2014). Randomized controlled trial testing the effectiveness of a depression 
prevention program (‘Op Volle Kracht’) among adolescent girls with elevated 
depressive symptoms. Journal of abnormal child psychology, 42(2), 217-228. 
*Wong, N., Kady, L., Mewton, L., Sunderland, M., & Andrews, G. (2014). Preventing 
anxiety and depression in adolescents: A randomised controlled trial of two school 
based Internet-delivered cognitive behavioural therapy programmes. Internet 
Interventions, 1(2), 90-94. 
Wood, A., Kroll, L., Moore, A., & Harrington, R. (1995). Properties of the mood and feelings 
questionnaire in adolescent psychiatric outpatients: A research note. Journal of Child 
Psychology and Psychiatry, 36, 327–334. 
World Health Organisation. (2013). Adolescent Health. Retrieved September 24, 2013 from 
http://www.who.int/topics/adolescent_health/en/   
Young, J. F., & Mufson, L. (2008). Interpersonal psychotherapy for treatment and prevention  
of adolescent depression. In J.R.Z. Abela & B.L. Hankin (Eds.), Handbook of 
depression in children and adolescents (pp 288-308). New York: Guilford Press.  
*Young, J.F, Mufson, L., & Davies, M. (2006). Efficacy of interpersonal psychotherapy- 
adolescent skills training: An indicated preventive intervention for depression. 
Journal of Child Psychology and Psychiatry and Allied Disciplines, 47(12), 1254–
62.  
148 
 
 
  
*Young, J. F., Mufson, L., & Gallop, R. (2010). Preventing depression: A randomized trial of 
interpersonal psychotherapy-adolescent skills training. Depression and anxiety, 27(5), 
426-433. 
*Young, J. F., Benas, J. S., Schueler, C. M., Gallop, R., Gillham, J. E., & Mufson, L. (2015). 
A Randomized Depression Prevention Trial Comparing Interpersonal 
Psychotherapy—Adolescent Skills Training to Group Counseling in 
Schools. Prevention Science, 1-11. 
*Yu, D.L., & Seligman, M. (2002). Preventing depressive symptoms in Chinese children. 
Prevention and Treatment, 5, Article 9.   
 Zimet, G.D., Dahlem, N.W., Zimet, S.G. & Farley, G.K. (1988). The multidimensional scale 
of perceived social support. Journal of Personality Assessment, 52(1), 30-41.  
 
14
9 
 
 
  
A
pp
en
di
x 
A
 - 
B
as
el
in
e 
di
ff
er
en
ce
s o
n 
co
nt
in
uo
us
 v
ar
ia
bl
es
 b
y 
sc
ho
ol
 
 
Sc
ho
ol
 1
 (n
 =
 5
6)
 
Sc
ho
ol
 2
 (n
 =
 5
4)
 
Sc
ho
ol
 3
 (n
 =
 3
2)
 
Sc
ho
ol
 4
 (n
 =
 1
10
) 
Sc
ho
ol
 5
  (
n 
= 
58
) 
 
 
 
V
ar
ia
bl
e 
M
 
SD
 
M
 
SD
 
M
 
SD
 
M
 
SD
 
   
  M
 
  S
D
 
F^
 
p 
A
ge
 
13
.9
3b
,d
,e
 
0.
63
 
13
.5
4a
 
0.
54
 
13
.7
2 
0.
63
 
13
.4
6a
 
0.
54
 
13
.6
4a
 
0.
52
 
6.
90
 
<.
00
1 
B
od
y 
sa
tis
fa
ct
io
n 
3.
61
 
1.
07
 
3.
66
 
1.
00
 
3.
23
 
1.
24
 
3.
29
 
1.
10
 
3.
39
 
0.
96
 
1.
82
 
.1
24
 
D
ep
re
ss
io
n 
5.
74
d  
5.
63
 
5.
73
d  
4.
73
 
8.
82
 
6.
86
 
8.
76
a,
b,
e  
7.
89
 
5.
04
 c
,d
 
4.
47
 
5.
23
 
<.
00
1 
R
es
ili
en
ce
 
5.
42
 
1.
06
 
5.
26
 
0.
92
 
5.
05
 
1.
17
 
5.
26
 
1.
03
 
5.
36
 
0.
86
 
0.
76
 
.4
72
 
Se
lf-
es
te
em
 
3.
05
 
0.
54
 
3.
05
 
0.
49
 
2.
75
 e
 
0.
63
 
2.
93
 
0.
56
 
3.
14
 c
 
0.
56
 
3.
21
 
.0
13
 
So
ci
al
 su
pp
or
t 
5.
55
 
1.
28
 
5.
29
 
1.
23
 
5.
68
 
0.
95
 
5.
54
 
1.
08
 
6.
48
 
1.
34
 
0.
82
 
.5
16
 
No
te
s. 
^d
eg
re
es
 o
f f
re
ed
om
 fo
r t
he
 F
 te
st
 w
as
 4
, 3
05
; l
et
te
rs
 a
, b
, c
, a
nd
 d
 d
en
ot
e 
gr
ou
ps
 th
at
 a
 s
ch
oo
l s
ig
ni
fi
ca
nt
ly
 d
if
fe
rs
 f
ro
m
, u
si
ng
 T
uk
ey
’s
 H
SD
 te
st
 to
 
co
rr
ec
t 
fo
r 
Ty
pe
 I
 e
rr
or
 i
nf
la
tio
n;
 a
 =
 S
ch
oo
l 
1,
 b
 =
 S
ch
oo
l 2
, c
 =
 S
ch
oo
l 3
, d
 =
 S
ch
oo
l 
4,
 a
nd
 e
 =
 S
ch
oo
l 
5;
 S
ch
oo
ls
 2
 a
nd
 4
 w
er
e 
as
si
gn
ed
 t
o 
th
e 
in
te
rv
en
tio
n 
gr
ou
p,
 w
he
re
as
 S
ch
oo
ls
 1
, 3
, a
nd
 5
 w
er
e 
as
si
gn
ed
 to
 th
e 
co
nt
ro
l g
ro
up
; S
ch
oo
l 3
 w
as
 r
eg
io
na
l, 
w
he
re
as
 th
e 
ot
he
rs
 w
er
e 
fr
om
 m
et
ro
po
lit
an
 
ar
ea
s. 
A
ll 
w
er
e 
fr
om
 th
e 
st
at
e 
of
 V
ic
to
ria
 in
 A
us
tra
lia
. 
 B
as
el
in
e 
di
ff
er
en
ce
s i
n 
ge
nd
er
 d
is
tri
bu
tio
n 
by
 sc
ho
ol
 
G
en
de
r 
Sc
ho
ol
 1
 (n
 =
 5
6)
 
Sc
ho
ol
 2
 (n
 =
 5
4)
 
Sc
ho
ol
 3
 (n
 =
 3
2)
 
Sc
ho
ol
 4
 (n
 =
 1
10
) 
Sc
ho
ol
 5
 (n
 =
 5
8)
 
M
al
e 
30
 (5
4%
) 
35
 (6
5%
) 
16
 (5
0%
) 
69
 (6
3%
) 
41
 (7
1%
) 
Fe
m
al
e 
26
 (4
6%
) 
19
 (3
5%
) 
16
 (5
0%
) 
41
 (3
7%
) 
17
 (2
9%
) 
D
es
pi
te
 th
e 
ge
nd
er
 im
ba
la
nc
e,
 th
e 
ef
fe
ct
 o
f s
ch
oo
l o
n 
ge
nd
er
 w
as
 n
on
-s
ig
ni
fi
ca
nt
; χ
2 (
df
 =
 4
) =
 =
 6
.5
6,
 p
 =
 .1
61
.  
150 
 
 
  
Appendix B 
 
 
EAA Think Health and Wellbeing 
intervention. 
 
 
 
Teaching Manual, Activities & 
Materials. 
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“In the first session we are going to learn about how focusing on the 
positive aspects of our life can help our overall wellbeing. When we think 
about the positive aspects of our lives it can help us feel happy and satisfied 
with ourselves and protect us against negative or unhelpful thoughts. By 
recognising how a focus on only the negative aspects of our lives affects our 
feelings, our social interactions and our overall mood for the day we can 
try and steer ourselves away from these negative thoughts. We will also 
learn about how we can counteract negative thoughts and distinguish 
between those aspects of our lives we can change and those we cannot 
change to give us a better perspective on our negative experiences.” 
Discuss the importance of recognising in life the things we have to be happy or 
positive about. Whether the positive aspects in our lives be big (having a loving 
family and a big group of friends) or small (appreciating a favourite band, 
movie etc) they all have the potential to impact positively on our lives. 
List below 15 things that you feel really positive about in your life right 
now: 
1.____________________________________________________ 
2.____________________________________________________ 
3. ____________________________________________________ 
4. ____________________________________________________ 
Session 1: How positive thoughts promote positive mental health 
Students learn how focusing on positive aspects of one’s life can 
promote positive wellbeing. They are taught to recognise the effects 
unhelpful thoughts can have on their feelings and counter these 
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5. ____________________________________________________ 
6. ____________________________________________________ 
7. ____________________________________________________ 
8. ____________________________________________________ 
9. ____________________________________________________ 
10. ____________________________________________________ 
11. ____________________________________________________ 
12. ____________________________________________________ 
13. ____________________________________________________ 
14. ____________________________________________________ 
15. ____________________________________________________ 
 
Have the students reflect on these 15 things they wrote above, how do they 
make the students feel about their lives in general?  
Want to encourage/prompt answers such as leave me feeling satisfied and content 
with my life. Feel much better, happier about my life because I didn’t actually realise 
how many things I had to be happy about. Feel better knowing that I can rely on my 
family or watching a movie to help me feel happy if I come across something 
challenging or sad. 
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Helpful Vs Unhelpful Outlook 
Use the scenario below as a class discussion around how you can react differently to 
different situations if your mood if different. 
Imagine the scenario below happens to you; 
You are hanging out with a group of friends at lunchtime. You are joking around 
about a party a friend is having the next weekend when the friend having the party 
jokes that you will no longer be invited because you said you couldn’t arrive until late 
as you had a family dinner on the same night. 
1. How would you respond if you were feeling the following? 
a) Sad- If I were sad I’d take my friend’s joke seriously and be upset that I 
couldn’t go to the party. I’d also be worried that they didn’t like me, was 
actually mad with me. 
b) Angry- I’d probably yell at my friend and say an insult back to them to make 
myself feel better about not being invited. Or, would yell at them that it wasn’t 
a funny joke and create a fight out of it. 
c) Happy- I’d brush off their joke with another joke (e.g. about how you didn’t 
actually want to come anyways) and would not take any offense from their 
comment. 
 
2. How would your different moods then affect your social interactions with your 
friends after this happened? 
If I had been angry or sad they may have avoided talking to me or been 
mad/worried/frustrated with me as I misunderstood the joke whereas if I was 
in a happy mood their interactions would have remained the same as I would 
have joked back in response. 
 
3. How would your friends react if you were to act out one of the different 
responses according to your mood? 
If the response was particularly mad or sad they’d probably react fairly 
strongly. They might become instantly concerned that I’m not behaving like 
myself or be unimpressed that I had overreacted. 
 
4. Using one of the moods as an example, detail how that mood and that 
response to the specific interaction would then affect your mood for the rest of 
the day and your corresponding behaviours. 
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If you were sad you may continue to withdraw from your friends, remain quiet 
in class, worry about your friendships, be quiet and upset at home and avoid 
all interaction for fear of being rejected. 
If you were angry you may react heatedly to any other challenging situations 
or interactions throughout the day, pushing away even more people. You may 
continue to be mad throughout the course of the day and find that little things 
niggle you even more. 
Encourage the students to make the link between how we’re feeling can affect not 
only how we behave but how our social interactions play out and how we can then 
have effects on our friends and their moods. 
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Helpful Vs Unhelpful Outlook 
Draw this line on the board with positive on one side and negative on the other- have 
a class discussion to come up with some examples of what you may feel if you only 
focus on one aspect of life. Don’t fill in too many that the students can copy off- just 
do a few to get them started. 
POSITIVE ASPECTS         Vs   NEGATIVE ASPECTS 
Happy Worried 
Content Sad 
Satisfied Dissatisfied 
Strong Upset 
Resilient Concerned 
Comfortable Unsafe 
Relaxed Stressed 
Loved Overcome 
Safe Angry 
Proud Depressed 
Calm Worthless 
Protected Alone  
 
 
- Discuss differences between focusing on negative aspects of your life 
compared to positive aspects.  
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When you focus on only the negative aspects of life it can leave you feeling 
sad and depressed, and can affect how you interact with people and how you 
go through your everyday experiences in an unhelpful way. If you think about 
your positive aspects in life it not only improves your mood but leaves you 
feeling stronger and more resilient as you go through your day and will help 
you strengthen relationships and be more confident in achieving goals. 
- Have the students fill out individual activity sheets for their own feelings in 
relation to when they have these different focuses. 
- Go through the four C’s of combating unhelpful thoughts. Just read them and 
perhaps have the students highlight what they think the key point to each step 
is. 
- The four C’s of combating unhelpful thoughts 
1. Catch yourself in the unhelpful thought. Recognise that you are having 
this reaction and consciously make the decision to deal with it in the 
moment. 
2. Challenge the thought- consider evidence confirming and rejecting your 
unhelpful thoughts. Am I leaping into this unhelpful thought without 
considering the counterargument? Is there other evidence that goes 
against this thought? Are there possible other explanations? How would I 
react if this were happening to someone else? 
3. Change your perspective- consciously analyse the unhelpful thought to 
ensure you are not blowing things out of proportion. 
4. Convince yourself that there is a more helpful, constructive thought you 
could be having instead of the original unhelpful thought. 
 
 
 
 
 
 
 
 
 
157 
 
 
  
Have the students complete the exercise below: 
“We are going to look at the exercise below to evaluate situations that may be 
familiar to us and that may have left us feeling a bit down. What we want to 
recognise is that sometimes things happen that we cannot control and we 
need to accept these and resist the urge to only focus on the unhelpful 
thoughts these situations may bring to mind. Instead we need to re-evaluate 
the situation and try and approach it in a better way. 
Read the following three situations which may represent similar situations you 
have been in. In small groups, discuss one of the scenarios in detail 
identifying what aspects you can actively change and which aspects are out of 
your control. Highlight changeable aspects in one colour, and those that 
cannot be changed in another colour. ” Instruct the students to discuss what 
aspects they believe they can change and those they can’t. 
Scenario #1 
One morning over breakfast your Mum requests that you do some washing for her 
and prepare dinner for you and your siblings that night as she has a long day at work 
and will be unable to get home in time to do it herself. You get distracted that 
afternoon as a friend comes over to work on an assignment and you are having too 
much fun socialising. When your Mum gets home you have not completed any of the 
tasks and she is incredibly grumpy after her long day. When she discovers you did 
not complete anything she yells at you about being an irresponsible and ungrateful 
child, you do not say anything in response nor do you offer an apology. 
What are three key things in this situation you could change about your own 
behaviour or attitude? 
*Being distracted from your homework 
*Not saying anything in response to your Mum when she yells 
*Not apologising for your behaviour, not recognising that your Mum asked that you 
do something and you let her down 
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Scenario #2 
You stay up late completing an assignment for your English class the next day and 
fall asleep with the assignment sitting there finished on your desk. The next morning 
you’re running late for the bus and neglect the assignment, forgetting that it is due 
that day. At class that day your teacher makes a note that you have forgotten your 
work, disappointed that you have failed to turn in the assignment in time.  
What are three key things in this situation you could change about your own 
behaviour or attitude? 
*Completing assignments late 
*Not remembering that it is due that day 
*Not offering any explanation to the teacher in defence of your behaviour, nor 
apologising for forgetting. 
Scenario #3 
You are running late to meet a friend to see a movie. Your Mum had to go out to the 
supermarket and lost track of the time when she had to take you to the cinemas. 
When you arrive at the cinemas with only 5minutes to go until the movie begins your 
friend is really angry as she/he had been having a bad day and was really looking 
forward to seeing you but you were late.  
What are three key things in this situation you could change about your own 
behaviour or attitude? 
*How you react to your friend being mad 
*Reminding your Mum that you have to go out 
*Not being angry with your Mum for being late in the first place 
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What are three key things you would tell yourself to remember if you were to 
come across a similarly stressful situation? 
(Possible suggestions: stay calm, try and counterbalance negative thoughts, 
remember that things aren’t always in your control and we have to be resilient, 
remember there are other positive aspects of our lives we can focus on) 
1. ______________________________________________________________ 
2. ______________________________________________________________ 
3. ______________________________________________________________ 
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“This session focuses on problem solving, which is a critical skill we need to 
be able to negotiate negative experiences and improve our overall 
wellbeing. We will discuss steps of problem solving and build a definition 
about what exactly problem solving is and how we can actively use it in our 
own lives. We will also focus on relaxation techniques as a method of easing 
unhelpful thoughts and feelings.” 
PROBLEM SOLVING. 
- Discuss as a group the idea of problem solving, brainstorm what the steps of 
problem solving may be. Have the students discuss this in small groups and then 
open it to a wider discussion about what the steps may be. 
- Reach a general class agreement that problem solving is the process of 
evaluating a challenging situation or a negative experience to reach a better 
result and be happy with the overall outcome. 
- Lead into the 6 steps below. 
 
Have the students volunteer to read a step each, or read them yourself, asking the 
students to highlight what they think the key points of each step are. 
 
Six Steps to Problem Solving 
1. Identify the problem 
2. Identify why it is a problem to you? 
3. Brainstorm possible solutions 
4. Evaluate all of the possible solutions 
5. Put the solution into action 
6. Evaluate the outcome 
 
1. Identify the problem 
Take a step back and don’t react emotionally to the problem. Take a moment 
to work out exactly what the problem is. Rephrase the problem so you know 
exactly what part of it you need to solve.  
 
2. Why is it a problem? 
While you may recognise that the problem is in fact a problem, you need to 
Session 2: Developing coping skills 
Students learn how to communicate more effectively, how to problem 
solve, and relaxation techniques to overcome negative feelings. 
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consider why it is problematic to you in particular. Consider the following 
questions; 
- Why is this so important to you? 
- Why do you need this? 
- What do you think might happen? 
- What’s the worst thing that could happen? 
- What’s upsetting you? 
- Be as honest as possible about the reasons for your concerns. 
 
3. Brainstorm possible solutions 
Make a list of all the possible ways the problem could be solved. You’re 
looking for a range of possibilities, both sensible and not so sensible. Write 
down all the possibilities. 
 
4. Evaluate the solutions 
Consider each of the possible solutions you have brainstormed. Rate each of 
the solutions on a scale from 0 (not good) to 10 (very good) – this will help 
you sort out the most promising solutions. The solution you choose should be 
one that can be put into practice and will solve the problem.  
 
 
5. Put the solution into action 
Once you’ve agreed on a solution, plan out how you will put it into action. It 
can help to do this in writing, and to include the following points: 
- Who will do what? 
- When will they do it? 
- What’s needed to put the solution into action? 
 
6. Evaluate the outcome 
Once you have put the plan into action, you need to check how it went. While 
your solution may have been successful, your solution may have not worked 
out as well as planned. Remember that you may need to put several solutions 
into practice to reach your desired resolution. 
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Break into small groups and give different scenarios that present the students with 
common problems to discuss. The scenarios are as follows; 
a) You have had a fight with your close friends over one person consistently 
being mean to another of your friends. You do not want to lose either of the 
friends and decide you have to try and fix their problems somehow, as it is 
making everyone frustrated, sad and angry.  
b) You have been invited to attend a classmate’s birthday party, but your parents 
do not know who he/she is and are concerned that you have not mentioned 
him/her before. They do not want you to go as they do not know his/her 
parents and do not know what kind of party it will be. All of your other friends 
are going and you are worried about what they will think if you say you are not 
allowed to go. 
c) At school one day you see a younger student being bullied by another student 
from your year level. They are teasing them for being alone at lunch time and 
for their appearance. 
Circulate the room offering feedback/guidance for the students discussions. 
If it seems like the students are responding well, bring it back to a whole class 
discussion of what they each thought about the individual problems and whether 
they thought putting the steps into place would be beneficial. 
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Six Steps to Problem Solving 
Set the task below as a homework task for the students to complete 
individually. 
Think of a problem you have encountered recently. You may have 
successfully resolved the problem, or may have been dissatisfied with 
the outcome. Apply the 6 steps of problem solving and see if this makes 
thinking about the problem, analysing the problem and solving the 
problem any easier. 
1. Identify the problem 
 
 
2. Identify why it is a problem to you? 
 
 
3. Brainstorm possible solutions 
 
 
4. Evaluate all of the possible solutions 
 
 
5. Put the solution into action 
 
 
6. Evaluate the outcome 
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RELAXATION TECHNIQUES. 
- As a whole class discuss the importance of having good relaxation techniques- 
helps relieve stress, gives us a better outlook/perspective for our problems, 
prevents us feeling negative or sad about a challenging situation that affected us, 
protects our positive wellbeing by being an active way of dealing with our 
problems. 
- Split into the same small groups and discuss methods of relaxation (Brainstorm: 
reading, watching a movie, sleeping, going for a walk, talking to someone, music, 
doing something with friends and family) 
- In the small groups discuss idea of meditation and muscle relaxation to have as 
an additional relaxation technique, one that contributes to a positive wellbeing. 
(Brainstorm: offers an easy method of relaxation that you can do by yourself, 
gives a feeling of peace and calmness, acts on the physical aspects of stress as 
well as the emotional/mental/spiritual, don’t need anything to be able to do it- just 
yourself) 
- Have the students read through the muscle relaxation exercise by themselves. 
- Discuss the benefits of such a technique and discuss how you think you may feel 
after doing this exercise (e.g.- calm, relaxed, content, stupid, agitated, happy). 
Muscle relaxation. 
1. Find a quiet place where you can have time for yourself without interruption. 
Lie down on your back, feet comfortable distance apart, arms by your side. If it 
feels comfortable to you, turn your palms facing upwards and gently close 
your eyes. 
2. Turn your attention to your breathing. Consciously slow your breath down, 
making it smooth and deep.  
3. Start with the top of your head, telling your mind to release all the tension you 
feel in your scalp. 
4. Move slowly down your body to your face. Using the same method focus on 
each of your facial features, asking your body to gently release the tension 
from your forehead, then your eyes and eyelids ending with your mouth and 
jaw. 
5. Now, turn your attention to your neck. Ask your muscles to release all the 
tension from your neck. Breathe slowly and deeply and concentrate on 
releasing tension from your neck. 
6. Let the tension drain from your neck and feel the flow on effect to your 
shoulders. Continue breathing slowly and deeply as you feel the tension 
gradually drain from your shoulders, down your arms and eventually through 
your fingertips. Exhale deeply to release the tension out through your fingers 
and inhale to feel your fingers connect to your arms and up through your 
shoulders.  
7. Now, bring your attention to your chest. Breathe deeply as your concentrate 
on your chest. Feel the tension leaving your body. 
8. Next, turn your attention to your hips. Take a few deep breaths and with each 
exhale, ask your body to release tension from your body and hips. 
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9. Continue with this through your pelvis, thighs, calves, ankles, feet, and toes. 
Feel the tension leaving your body, replacing it with a sense of peace and 
calm. 
10. When you have completed the cycle of releasing tension from all the parts of 
your body, continue breathing slowly and appreciate the feeling of all the 
tension leaving your body. 
11. When you are ready, bring yourself to the present moment. Wiggle your toes, 
your fingers, open your eyes, and stretch out gently.  
12. Enjoy the sense of quietness and relaxation in your body. Return to this 
muscle relaxation technique often. With each practice, your relaxation will 
deepen. 
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“This session focuses on building a healthy self-concept. Our self-concept 
allows us to recognise the different strengths, likes and dislikes and 
personality traits we have and focus on the different abilities we have as 
individuals. By developing an understanding about our self-concept we can 
rely on this snapshot we have of ourselves to contribute positively to our 
wellbeing and protect us when we face challenging situations.” 
- Discuss the concept of self- esteem 
a) What is self-esteem? 
Idea of an individual snapshot of what we are as a person. What 
strengths we have, what abilities we possess, what our key 
personality traits are etc. Our overall knowledge of what we 
come across as a person. 
b) How can self-esteem be considered as a positive? 
Gives a higher understanding of what we are as an individual 
person. Allows us to reflect on what we like about ourselves and 
what strengths we recognise in our personality, abilities and 
likes and dislikes. We can rely on this idea when we face 
situations that may challenge our ideas of ourselves. 
c) How do we build our self-esteem? 
Do tasks that we know we are good at to build our self-efficacy, 
completing things we like to do, reflect on compliments we may 
have received, brainstorming about our strengths, asking others 
what strengths they think we have. 
- In a whole group discussion have the students brainstorm about the 
strengths, abilities, likes, and personality traits they have that are individual.  
- ***Perhaps have this as a task where each student is given 4 post-it notes to 
write one word on each that represents a strength, ability, like or dislike and 
Session 3: Building self-esteem, part 1 (general) 
Students are taught to identify and appreciate differences in abilities, 
likes/dislikes, and personality in self and others. They are taught to identify 
h i lf d h i d b ild h l h lf
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personality trait of theirs. These can then be arranged on the board under the 
four headings and read out by the assistant (may take away some of the 
embarrassment for the students)***  
 
 
MIND MAPS 
1. Have the students draw/ write their own strengths, abilities, likes/dislikes, and 
personality traits on their mind maps.  
2. When they have completed their own mind map have them compare their 
map to a partner/friends (or in three’s). Working on each mind map one at a 
time have the partners suggest other strengths/abilities/likes and dislikes for 
their friends (constructively) before swapping to the other students.  
3. Add these extra qualities on to the mind map in a different colour pen/pencil.  
4. When this is complete have the students discuss the differences between 
their and their friends mind maps, and recognise that everyone has difference 
strengths.  
5. Discuss the importance of recognising that sometimes we cannot see our own 
strengths and positive characteristics, which is why it is important to see that 
our friends/families/peers all see us differently, and we can rely on these 
people to recognise our strengths and reflect positively on our self-concept. 
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Self-Esteem Mind Map. 
STRENGTHS  ABILITIES 
 
 
 
 
 
 
 
 
 
 
PERSONALITY                                               LIKES/DISLIKES 
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“This session will focus solely on building a positive body image. Because 
body image is such an important part of our self-concept, and can have 
such a big effect on how we behave and what we value it is very important 
that we take the time to improve and strengthen our own individual body 
image. We will talk about how we can build our body image and how we 
can evaluate situations that may affect our body image in a positive way to 
maintain a strong individual body image and protect our overall 
wellbeing.” 
BODY IMAGE 
- Have the students compose definitions of body image in small groups. 
“Body image- how you view/perceive your own physical appearance. The 
ideas you have about how you come across to others in terms of your looks 
and attractiveness” 
- What is a positive body image? (Concept map) 
This could be done as a whole class activity. Write positive body image in the 
middle of a whiteboard etc and have the students yell out 
phrases/words/ideas about what it is. 
Brainstorm: 
x being comfortable in your own skin 
x  recognising everyone has different shapes 
x  recognising everyone is different sizes 
x liking one particular feature (or more) about yourself 
x accepting compliments as being true 
x being confident about how you look 
x resisting societal pressures to be a certain look 
x resisting media pressure to be a certain look 
x having the knowledge to challenge the messages the media presents 
about the ideal body size/shape 
Session 4: Building self-esteem, part 2 (body image) 
Because body image is such an important determinant of self-worth for 
adolescents, a separate session is devoted to building positive body image. 
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x recognising those body parts/features you’re not so comfortable with 
but still embracing them as you know you have other parts you are 
proud of 
 
- Have the students break into small groups (separate by gender too, boys with 
boys and girls with girls) and discuss the following questions; 
1. What is it that we perceive as the ideal body? What features does it 
posess? 
- Possible suggestions that may come out of their discussions:  
a) Boys- muscular, tall, not flabby, not skinny, strong, athletic, developed, 
attractive face, no acne 
b) Girls- skinny, small thighs and stomach, larger chest, small waist, pretty 
face, long hair, curvy hips, good smile, no acne, not flabby 
2. Where do we gain information about what this ideal body is meant to look 
like? 
a) Boys- sports, athletes that we admire/see succeeding, peers, 
magazines, the opposite sex and what they perceive as attractive, 
movies/TV shows 
b) Girls- peers, friends, magazines, movies/TV shows, celebrities we see 
succeeding, athletes we see succeeding, the opposite sex and what 
they perceive as attractive 
 
- Have the students break into smaller groups (separate by gender too, boys 
with boys and girls with girls) and respond to the different situations on the 
next page how the individual would be thinking if they had a positive body 
image. Discuss how you can turn the negative comments/experiences into 
positive thoughts which will encourage/improve your body image and general 
self-esteem. 
“The scenarios on your next pages represent situations that may 
challenge your positive body image. In small groups, read through each 
scenario and discuss how the situation makes you feel about your own 
body image, and how you can evaluate the comments to counteract the 
negative message and protect your positive body image” 
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Body Image Scenarios 
SCENARIOS FOR GIRLS 
Scenario #1. 
You and your friend are sitting around one weekend flicking through magazines. 
Your friend mentions that she wants to look like a celebrity in the magazine because 
they are thinner than they are. Your friend goes on to criticise their own body in 
comparison to this celebrities and says that they think they need to lose weight on 
their thighs and stomach.  
How do you respond to your friend?  
x Give them a compliment about another body part you think is a real positive 
about their appearance 
x Point out that the pictures can be distorted in magazines to show the 
celebrities in a certain way 
x Point out the importance of different body shapes, that celebrity may be built 
that way and has a completely different body shape, but this is not to be 
interpreted negatively- people are just made differently 
How could you respond to your friend to encourage positive body image? 
x Discuss the media representation of the ideal body shape and how this is not 
realistic, not to be desired.  
x Point out that people are meant to be different shapes, and back this up with a 
compliment of them.  
x Have them think of individual aspects to her appearance they are happy with, 
and tell them to think of this list of happy points when they are challenged like 
this 
Scenario #2. 
At recess you are sitting around with your friends and are about to eat your snack of 
an apple and a choc chip muffin. You notice that one of your close friends isn’t 
eating anything and is staring at you. When you look up they comment that you 
really shouldn’t be eating something as unhealthy as a muffin as it will make you fat.  
How do their comments make you feel?  
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x Hurt 
x Embarrassed 
x Angry that she has the wrong knowledge/understanding 
x Concerned for them 
x Worried about their own body image if they are making comments like that 
x Proud that you have the confidence to know that you can eat a muffin and not 
be concerned about the consequences for your body and your body image. 
How can you evaluate this situation in your mind to turn their negative comments 
around to reflect positively on your body image and self-esteem? 
x Think about the knowledge you have about healthy nutrition and exercise, 
reflecting that the muffin isn’t going to make you fat 
x Reflect that the muffin isn’t going to make you fat, and feel confidently about 
how you know your body and shape to know that you still feel proud of how 
you look 
x Remember compliments that other friends have given you in the past that 
have bolstered your body image and self-esteem. Use these to balance out 
the negative comment. 
 
SCENARIOS FOR BOYS 
Scenario #1. 
You and your friend are sitting around one weekend watching a movie. Your friend 
mentions that she wants to look like the actor in the film because they are much 
more muscular than they are. Your friend goes on to criticise their own body in 
comparison to this celebrities and says that they think they need to bulk up in order 
to look better.  
How do you respond to your friend?  
x Give them a compliment about another body part you think is a real positive 
about their appearance 
x Point out that the pictures can be distorted in magazines to show the 
celebrities in a certain way 
x Point out the importance of different body shapes, that celebrity may be built 
that way and has a completely different body shape, but this is not to be 
interpreted negatively- people are just made differently 
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How could you respond to your friend to encourage positive body image? 
x Discuss the media representation of the ideal body shape and how this is not 
realistic, not to be desired.  
x Point out that people are meant to be different shapes, and back this up with a 
compliment of them.  
x Have them think of individual aspects to her appearance they are happy with, 
and tell them to think of this list of happy points when they are challenged like 
this 
Scenario #2. 
At recess you are sitting around with your friends and are about to eat your snack of 
an apple and a choc chip muffin. You notice that one of your close friends isn’t 
eating anything and is staring at you. When you look up they jokingly comment that 
you really shouldn’t be eating a muffin as it will make you fat.  
How do their comments make you feel?  
x Hurt 
x Embarrassed 
x Angry that he has the wrong knowledge/understanding 
x Concerned for them 
x Worried about their own body image if they are making comments like that 
x Proud that you have the confidence to know that you can eat a muffin and not 
be concerned about the consequences for your body and your body image. 
How can you evaluate this situation in your mind to turn their negative comments 
around to reflect positively on your body image and self-esteem? 
x Think about the knowledge you have about healthy nutrition and exercise, 
reflecting that the muffin isn’t going to make you fat 
x Reflect that the muffin isn’t going to make you fat, and feel confidently about 
how you know your body and shape to know that you still feel proud of how 
you look 
x Remember compliments that other friends have given you in the past that 
have bolstered your body image and self-esteem. Use these to balance out 
the negative comment. 
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Activities to do to improve your Body Image. 
 
- Through class discussion compose a list of methods of improving body image. 
(Brainstorm examples: exercise, give yourself a manicure or pedicure, talk to 
a friend, go for a walk outside, take a nap, play your favourite sport, pamper 
yourself, distract yourself with your favourite game/TV show/movie, only 
choose to read some media/avoid negative media about body image). 
 
1. ______________________________________________ 
2. ______________________________________________ 
3. ______________________________________________ 
4. ______________________________________________ 
5. ______________________________________________ 
6. ______________________________________________ 
7. ______________________________________________ 
8. ______________________________________________ 
9. ______________________________________________ 
10. __________________________________________ 
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“This session focuses on building our skills in assertiveness to help us deal 
with challenging situations. We’ll look at the difference between having an 
assertive interaction style and having either a passive or aggressive 
interaction style, and how these can contribute to different outcomes. We’ll 
also brainstorm important things to remember when aiming for an 
assertive interaction style.” 
ASSERTIVENESS 
- In small groups, discuss three different interaction styles; 1) aggressive, 2) 
passive and 3) assertive (create definitions of each) 
1. Aggressive- Saying what you want, feel, or believe in a way that denies 
other people’s right to be treated with respect.   
2. Passive- Avoiding saying what you think, feel, or believe because you are 
afraid of the possible consequences, do not believe in your own rights, or 
think the rights of others are more important.  Passive communicators 
avoid conflict, have trouble saying no, and do not stand up for their 
rights.   
3. Assertive- Saying what you think, feel, or believe in a straightforward, 
nonthreatening way.  Assertive communicators make eye contact, 
speak in a confident voice, and express their needs effectively. 
- Have one member of each small group read out their definitions for each 
of the styles to build whole class definitions. 
- Brainstorm in small groups about the consequences/possible benefits of each 
of the styles (See next page for suggestions) 
 
 
 
 
 
Session 5: Developing assertiveness 
Students develop skills to effectively communicate their needs. 
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Interaction Style Benefits Consequences 
 
Aggressive 
 
May get your own way 
Be seen as strong 
Be seen as a leader 
 
 
Offend others 
Intimidate people 
Scare others 
Bully people 
 
 
Passive 
 
Can avoid conflict 
Be viewed as reliable 
Be seen as someone 
always willing to help 
 
Become resentful 
Be judged as weak 
Commit to tasks you may not 
want to do 
Never learn to deal with conflict 
 
 
Assertive 
 
Communicate effectively 
Can achieve goals in a 
straightforward manner 
Be viewed as strong and 
honest by others 
Effectively deal with conflict 
 
Offend aggressive or passive 
people with your straight 
forward manner 
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Assertiveness Benefits and Consequences. 
Interaction Style Benefits Consequences 
 
 
 
Aggressive 
  
 
 
 
Passive 
  
 
 
 
Assertive 
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Practising Assertiveness Scenarios. 
Whole Group Discussion. 
- Apply this in a whole group to a situation where each of the styles can be 
easily observed/linked to the behaviours and consequences 
Sitting in class, you find that you are really struggling with what your teacher is trying 
to explain to you. Rather than interrupt the whole class, and risk looking silly, you 
ask your friend sitting next to you to explain the concept to you again. Sensing that 
you and your friend are talking the teacher snaps at you to be quiet and get back to 
the work. 
What would be an aggressive response to this scenario? 
- Snapping at your friend that it is their fault you got told off 
- Being grumpy and short with the teacher for telling you off 
- Yelling/snapping back at the teacher 
What would be an assertive response? 
x Asking your friend to explain it to you again after the teacher has finished 
explaining and apologising for getting them snapped at by the teacher 
x Explaining to the teacher that you had not understood the concept and that 
you were asking for help individually rather than interrupting the whole class 
What is a passive response to the scenario? 
x Not saying anything at all to anyone about the situation 
x Not getting any extra help about the concept, just letting it slide by 
Which response style is most likely to be the most beneficial or successful? 
x The ASSERTIVE response  
 
Small Group Activities. 
- Break into smaller groups to repeat the same activity with a variety of different 
situations 
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- Break into pairs/three’s where each individual takes turns at acting out the 
assertive response in reaction to a situation, another demonstrates an 
aggressive reaction whilst the third person attempts the passive response. 
 
 
Scenario #1. 
Your Mum comes home from work and it is clear she has had a bad day. You are in 
your bedroom doing homework and can hear her yelling at your siblings. She comes 
in to your bedroom and yells at you to tidy your room before dinner. Your homework 
is really important and is due tomorrow so you are concerned about not having 
enough time to do both (but your room is really messy). 
What would be an aggressive response to this scenario? 
x Yelling back at her that you didn’t have time 
x Yelling at your siblings that they should help as well 
What would be an assertive response? 
x Talk calmly to your Mum that you had received important homework and you 
have to get it done 
x Negotiate that you can help her and get your siblings to help with the chores 
x Recognise with your Mum that she has had a long day and may be feeling 
upset and angry and that you are sorry for this 
What is a passive response to the scenario? 
x Letting your Mum continue yelling at you 
x Cleaning your room and neglecting your homework 
Which response style is most likely to be the most beneficial or successful? 
x The ASSERTIVE response  
Scenario #2. 
Your friend has invited you to go to the movies on the weekend, but the situation is a 
little awkward because another friend had already invited you to go to lunch. You 
commit to the movies because you forget about your plans for lunch and only realise 
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your mistake later on. The situation is made even more difficult in that your friend 
who wanted to go to the movies has been struggling at the moment and they are 
really looking forward to spending time with you to forget about their problems. 
What would be an aggressive response to this scenario? 
x Yelling at your friend that they need to learn to be stronger and not rely on 
you, making them feel guilty and cancel your plans 
x Yelling at your other friend that they made you forget the original plans you 
had and that it is their fault you are now a bad friend to your struggling friend. 
What would be an assertive response? 
x Explaining to your friend that you forgot you already had plans, recognising 
that your friend has been struggling lately and adjusting your movie plans so 
you can still see your other friend 
x Explaining to your struggling that you accidentally made alternate plans 
already, inviting them along to the movie with you both and then offering to 
spend dinner or time afterwards with them. 
What is a passive response to the scenario? 
x Cancelling both plans to avoid both friends 
x Lying and saying you were sick or had family plans to avoid the conflict that 
may come up if you have to cancel on either of the friends 
Which response style is most likely to be the most beneficial or successful? 
x The ASSERTIVE response  
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Things to Remember When Being Assertive. 
- Develop a list of things to remember when being assertive (Small groups) 
Brainstorm: remaining calm, considering all possible evidence, asking 
clarifying questions, actively listening to the other person’s concerns, 
recognising their concerns in your own words, bringing the conversation back 
to a positive or a resolution, ensure both parties are happy at the end of the 
conversation, speaking in a steady voice, maintaining eye contact, 
maintaining open body language 
 
1. ____________________________________________ 
2. ____________________________________________ 
3. ____________________________________________ 
4. ____________________________________________ 
5. ____________________________________________ 
6. ____________________________________________ 
7. ____________________________________________ 
8. ____________________________________________ 
9. ____________________________________________ 
10. __________________________________________ 
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“To conclude the intervention we will focus on how we can build our 
resilience to contribute to an overall healthy and happy mental wellbeing. 
Now that we have learnt about the importance of focusing on positive 
aspects of life and developed skills in problem solving and assertiveness it is 
important to consider different behaviours we can actively undertake to 
protect ourselves in challenging situations. We’ll discuss the concept of self-
talk and evaluate how these methods can help us build our resilience and 
contribute positively to our overall wellbeing.” 
- Have the students think about a time when they felt their most strong, happy, 
resilient. Encourage the students to share these stories with the class. 
When the students tell their stories to the class, prompt their reflection on their 
story with questions such as; 
1. What part of your behaviour did you feel the most positive about? 
2. Why were you so proud of yourself in this story? 
3. Are there any similarities in the situations when we have all felt 
strong/happy/resilient? 
 
SELF-TALK 
- In small groups, discuss what self-talk is? (Come up with a definition for the 
whole class) 
Something like ‘the talk you deliver to yourself in your head about what is 
happening, the running commentary of your life’. 
Discuss how self-talk can be unhelpful or helpful (Give examples of each) 
a) Helpful self-talk- giving yourself the internal courage and confidence to go 
through with something, praising yourself when your hard work pays off, 
coaching yourself to remain calm and positive in the face of something 
stressful 
Examples: telling yourself to breathe slowly and think rationally in a 
challenging situation, telling yourself to keep calm when you find yourself 
getting emotional, congratulating yourself when you are proud of your 
behaviour or achieve a goal, telling yourself to keep going and persevere 
when you are attempting to reach a goal 
b) Unhelpful self-talk- telling yourself you are incompetent, that a negative 
event that happened was your fault, that you are not worthy 
Session 6: Building resilience 
Students are taught a range of behavioural strategies to build resilience, such 
as perspective-taking, positive self-talk, and active coping. 
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Examples: telling yourself that you failed if you cannot reach a goal, telling 
yourself good things will never happen for you when something bad happens, 
only pointing out the negatives that went wrong along the way when you 
achieve a goal 
 
- In small groups, discuss the three steps of reaching positive self-talk 
1. Recognise that you have self-talk in the first place- you may be very 
unaware of your self-talk so need to focus on it to ensure it is constructive 
2. Assess your self-talk for whether it is positive or negative- does it make 
you feel better or worse about yourself? Is this the same advice/talk I’d 
give to a friend of mine in the same situation? Am I keeping things in 
perspective? 
3. Change your self-talk- if you notice that your self-talk is more negative 
than positive take the time to actively re-frame the situation and change 
your self-talk to be encouraging, constructive and positive. 
- Have the students separate into small groups and come up with a recent 
situation they’ve had where their self-talk has interfered. Analyse this situation 
and the self-talk you may have given yourself before re-evaluating and turning 
your unhelpful self-talk into helpful self-talk. Discuss this as a whole class 
group for any similarities in the students situations and innovative ways of 
flipping their self-talk to be positive. 
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Appendix C 
 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Parents 
 
 
Plain Language Statement  
Date: July 2014 
Full Project Title: Think Health and Wellbeing Intervention for Adolescents. 
Principal Researcher: Dr. Matthew Fuller-Tyszkiewicz. 
Student Researcher: Justin Tomyn and Lucia Colla  
Associate Researcher(s): Professor Helen Skouteris.  
 
Your child is invited to participate in the project titled above, which is being carried out in the 
School of Psychology at Deakin University by Dr Matthew Fuller-Tyszkiewicz and Professor 
Helen Skouteris.  This research aims to improve the wellbeing of adolescents through the 
delivery of a healthy thinking and wellbeing intervention. The intervention aims to educate 
Year 7-9 students about the importance of having a positive outlook, employing problem 
solving skills, building a positive self-esteem and body image and strengthening our skills in 
assertiveness, mindfulness and positive self-talk. Through this intervention it is hoped that 
the students will become better educated and empowered to actively deal with the mental 
health issues relevant to them, and as a result experience a better mental health and overall 
wellbeing. All Year 8 students at your child’s school are invited to participate in this 
research.   
The intervention is composed of six sessions which will be run in your child’s school 
classrooms across six weeks. The sessions will generally last for 45minutes each, or the 
length of one period, and will be run by research assistants employed by Deakin University. 
Classes will be kept in their normal class size (20-30students) and teachers will attend their 
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regular classes to provide classroom management and liaise with students. Questionnaires 
will be completed before the beginning of the first session and following the last session to 
look at the effects of the intervention on the students’ wellbeing, with these questionnaires 
requiring approximately 15-20minutes to complete. The survey ID# that students will provide 
on the questionnaire is for research purposes only and any publications arising out of the 
study will not include any information that may identify participants. Students will also be 
invited to be involved in a weekly diary component of the study where they will complete a 
short questionnaire weekly looking at their mental wellbeing and experiences across the week 
that may have affected their wellbeing.  
By signing the consent form (third page of this document) and returning it in the reply paid 
envelope included, you are letting the researchers know that you give your child permission 
to participate.  Your child has also been asked to provide individual permission for 
themselves to take part in the research.   
Research participation is voluntary, confidential and anonymous.   The only information that 
will be used to identify your child’s data is a code to label their hardcopy questionnaires 
collected before the intervention and after the intervention. This code will be removed from 
the final data set. 
Your child’s answers to the surveys will be kept in strict confidence.  In reporting the 
research, neither individual students nor your child’s School will be identified.  Hard-copy 
questionnaire data will be kept in a locked cupboard in the principal investigator’s office.  All 
data collected will be kept for six years, and then destroyed.  Other than the investigators on 
this project, no-one else will see your data.  Results of the surveys may be published in 
academic journals and at conferences, but will be published as group data so that individual 
data cannot be identified. 
In the surveys, your child will be asked questions about how they feel, such as ‘How satisfied 
are you with your appearance?’. As such, this research is low risk.  
If at any time throughout the study you change your mind about your child taking part, you 
are free to withdraw without having to provide an explanation, and any information you have 
already given us will be destroyed. We simply ask that you fill out the revocation of consent 
form (last page of this document). 
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If you have any questions, please contact the investigators below: 
Principal Investigators:  
Dr. Matthew Fuller-Tyszkiewicz, School of Psychology at Deakin University: T: (03) 
92517344; e: matthew.fuller-tyszkiewicz@deakin.edu.au  
Dr. Helen Skouteris, School of Psychology at Deakin University: T: (03) 92517699; e: 
helen.skouteris@deakin.edu.au 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Parents 
 
 
Third Party Consent Form 
Date: July 2014 
Full Project Title: Think Health and Wellbeing Intervention for Adolescents. 
Reference Number: 2013-256 
 
I have read, and I understand the attached Plain Language Statement. 
I give my permission for ……………………………………………………(name of participant) 
to participate in this project according to the conditions in the Plain Language Statement.  
 
I have been given a copy of Plain Language Statement and Consent Form to keep. 
The researcher has agreed not to reveal my identity and personal details or the identity and 
personal details of the person for whom I am providing consent, including where 
information about this project is published, or presented in any public form.   
Participant’s Name (printed) …………………………………………………… 
Name of Person giving Consent (printed) ……………………………………………………   
Relationship to Participant: ……………………………………………………… 
 
Signature ……………………………………………………… Date  ………………………… 
 
 
 
Please return to Dr. Matthew Fuller-Tyszkiewicz at Deakin University, 221 Burwood 
Highway, Burwood, VIC 3125 in the reply paid envelope provided. 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Parents 
 
 
Withdrawal of Consent Form 
(To be used for parents who wish to withdraw their child from the project) 
Date: July 2014 
Full Project Title: Think Health and Wellbeing Intervention for Adolescents. 
Reference Number: 2013-256 
 
I hereby wish to WITHDRAW my consent for my child to participate in the above research 
project and understand that such withdrawal WILL NOT jeopardise my relationship with 
Deakin University. 
 
Parent’s Name (Printed) …………………………………………………………………….. 
 
Child’s Name (Printed)………………………………………………………………………… 
 
Signature ………………………………………………………………. Date ………………… 
Please mail or fax this form to: 
 Dr Matthew Fuller-Tyszkiewicz 
 Deakin University 
 221 Burwood Highway 
 Burwood, VIC 3125. 
 E-mail: matthew.fuller-tyszkiewicz@deakin.edu.au 
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Appendix D 
 
***Please write the first three letters of your last name and the first three 
numbers of your birth date (01- January through to 12- December) as your 
ID number. For example, with the last name Smith and being born on the 
07th of December the ID# would be SMI-071. *** 
This questionnaire is designed to find out about your self-concept (e.g., how 
you view your appearance, relationships with friends, school achievements, 
etc.), as well as measuring your general wellbeing. Your answers are 
completely anonymous. No-one will know what answers you give. 
There are no right or wrong answers. We want to know how you feel and what 
you do. It is important not to take too long to answer each question. Please 
circle the answer that best applies to you.  
 
 
 
 
 
 
 
 
 
ID#:  
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Age (in years) ________    Gender (F/M) _________ 
Weight _______kg  or  _______lbs   Height _______m  or  _______ft    
 
Please circle a number indicating how much you Disagree or Agree with each statement.  
Circle 1 if you Very Strongly Disagree 
Circle 2 if you Strongly Disagree 
Circle 3 if you Mildly Disagree 
Circle 4 if you are Neutral 
Circle 5 if you Mildly Agree 
Circle 6 if you Strongly Agree 
Circle 7 if you Very Strongly Agree 
1. I usually manage one way or another. 1 2 3 4 5 6 7 
2. I feel proud that I have accomplished 
things in my life. 
1 2 3 4 5 6 7 
3. I usually take things in my stride. 1 2 3 4 5 6 7 
4. I am friends with myself. 1 2 3 4 5 6 7 
5. I am determined. 1 2 3 4 5 6 7 
6. I keep interested in things.  1 2 3 4 5 6 7 
7. My belief in myself gets me through hard 
times.  
1 2 3 4 5 6 7 
8. My life has meaning.  1 2 3 4 5 6 7 
9. When I am in a difficult situation, I can 
usually find my way out of it. 
1 2 3 4 5 6 7 
10. I have enough energy to do what I have to 
do. 
1 2 3 4 5 6 7 
 
RESILIENCE SCALE 
191 
 
 
  
 
 
Please cross (X) which of the following coping strategies you generally use in response to a 
stressful situation or interaction. You may select more than one; place a check next to all 
strategies you have used.  Please also rate how often you would use this strategy 
   0 
Never 
1 
Rarely 
2 
Some-
times 
3 
Frequentl
y 
4 
Always 
1 Distraction       
2 Direct action       
3 Acceptance       
4 Seeking of social support       
5 Relaxation       
6 Self-blame       
7 Wishful thinking       
8. Information seeking       
9 Humour       
 
 
 
 
 
 
 
COPING 
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This form is about how you might have been feeling or acting recently.  
 
For each question, please check (X) how you have been feeling or acting in the past two 
weeks.  
 
If a sentence was not true about you, check NOT TRUE.  
If a sentence was only sometimes true, check SOMETIMES.  
If a sentence was true about you most of the time, check TRUE.  
 
  Not True Sometime True 
1. I felt miserable or unhappy    
2. I didn’t enjoy anything at all    
3. I felt so tired I just sat around and did nothing    
4. I was very restless    
5. I felt I was no good anymore    
6. I cried a lot    
7. I found it hard to think properly or concentrate    
8. I hated myself    
9. I was a bad person    
10. I felt lonely    
11. I thought nobody really loved me    
12. I thought I could never be as good as other kids    
13. I did everything wrong    
 
 
SHORT MOODS AND FEELINGS QUESTIONNAIRE 
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Instructions: Please tick the box that most applies to you: 
  Strongly   
Disagree  
Disagree   Agree  Strongly 
Agree      
1. On the whole I am satisfied with myself. (   ) (   ) (   ) (   ) 
2. At times I think I am no good at all.  (   ) (   ) (   ) (   ) 
3. I feel that I have a number of good qualities.  (   ) (   ) (   ) (   ) 
4. I am able to do things as well as most other 
people. 
(   ) (   ) (   ) (   ) 
5. I feel I do not have much to be proud of. (   ) (   ) (   ) (   ) 
6.  I certainly feel useless at times. (   ) (   ) (   ) (   ) 
7. I feel I am a person of worth, at least on an 
equal plane with others. 
(   ) (   ) (   ) (   ) 
8. I wish I could have more respect for myself.  (   ) (   ) (   ) (   ) 
9.  All in all I am inclined to think I am a failure.
  
(   ) (   ) (   ) (   ) 
10.  I take a positive attitude toward myself.  (   ) (   ) (   ) (   ) 
 
 
 
 
 
ROSENBERG’S SELF-ESTEEM SCALE 
194 
 
 
  
 
 
Instructions: 
For the following questions, please circle the number that is most appropriate for you. 
Circle 1 if you are Very Unhappy 
Circle 2 if you are A Bit Unhappy 
Circle 3 if you are Neutral 
Circle 4 if you are A Bit Happy  
Circle 5 if you are Very Happy 
1. How happy are you with your 
weight/shape? 
1 2 3 4 5 
2. How happy are you with your muscles? 1 2 3 4 5 
3. How happy are you with your lower body 
(thighs and legs)? 
1 2 3 4 5 
4. How happy are you with your middle body 
(waist and stomach)? 
1 2 3 4 5 
5. How happy are you with your upper body 
(chest and arms)? 
1 2 3 4 5 
  
BODY IMAGE SATISFACTION QUESTIONS 
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Social Support 
We are interested in how you feel about the following statements. Read each statement 
carefully. Indicate how you feel about each statement.  
Circle 1 if you Very Strongly Disagree 
Circle 2 if you Strongly Disagree 
Circle 3 if you Mildly Disagree 
Circle 4 if you are Neutral 
Circle 5 if you Mildly Agree 
Circle 6 if you Strongly Agree 
Circle 7 if you Very Strongly Agree 
1. There is a special person who is around 
when I am in need 
1 2 3 4 5 6 7 
2. There is a special person with whom I can 
share my joys and sorrows 
1 2 3 4 5 6 7 
3. My family really tries to help me 1 2 3 4 5 6 7 
4. I get the emotional help and support I need 
from my family 
1 2 3 4 5 6 7 
5. I have a special person who is a real source 
of comfort to me 
1 2 3 4 5 6 7 
6. My friends really try to help me 1 2 3 4 5 6 7 
7. I can count on my friends when things go 
wrong 
1 2 3 4 5 6 7 
8. I have friends with whom I can share my 
joys and sorrows 
1 2 3 4 5 6 7 
9. There is a special person in my life who 
cares about my feelings 
1 2 3 4 5 6 7 
10. My family is willing to help me make 
decisions 
1 2 3 4 5 6 7 
11. I can talk about my problems with my 
friends  
1 2 3 4 5 6 7 
12. I can talk about my problems with my 
family 
1 2 3 4 5 6 7 
 
THANK YOU FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE 
SOCIAL SUPPORT 
